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INTRODUCTION 


• This  report  is  part  of  INPUT’S  Marketing  Analysis  Service  (MAS). 

• The  report  covers  expenditures  for  data  processing  in  federally  funded 
health  insurance  programs,  including  Medicare,  Medicaid  and  CHAMPIIS  as  they 
presently  exist,  plus  forecasts  of  the  impact  of  National  Health  Insurance 
(NHI) . 

• Data  for  this  report  was  received  from  interviews  conducted  by  phone  and  by 
mail  with  vendors  of  EDP  services,  state  and  federal  agencies,  lobby  groups 

and  other  parties  interested  in  National  Health  Insurance.  Specifically: 

10  computer  services  companies 
20  state  Medicaid  agencies 

- 14  lobby  groups  and  knowledgeable  interested  parties 

- Numerous  staff  members  in  the  Department  of  HEW,  Social  Security 
Administration,  and  Social  and  Rehabilitation  Services.  Federal  employees 
were  extremely  helpful  and  responsive  to  the  Freedom  of  Information  Act. 

- Blue  Cross  and  Blue  Shield  National  ^sociations  and  individual 
plans  declined  to  provide  any  information  without  federal  government 
authorization. 

- Commercial  insurance  companies  declined  to  provide  any  information. 
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CHAMPUS  has  indicated  its  willingness  to  respond  to  written 
inquiries.  No  data  was  received  directly  from  them. 

• Recognizing  that  all  federally  funded  health  programs  will  be  seriously 

impacted  by  the  advent  of  NHI,  and  that  NHl  legislation  is  now  in  the  hands 
of  a new  administration,  INPUT  will  update  this  report  during  1977  if  our 
clients  request  that  we  do  so.  New  data  continues  to  arrive  daily,  in  response 
to  our  written  requests  for  information. 
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II 


I'lANAGEMENT  SUMMARY 


• Health  is  the  third  largest  industry  in  the  U.S.,  accounting  for 
8.6%  of  the  U.S.  gross  national  product  and  employing  5.1%  of  the  U.S. 
labor  force. 

• Total  health  care  expenditures  in  FY  1976  were  $140  billion,  having  grown 
31%  in  the  past  two  years. 

I 

• Federal  expenditures  for  health  care  were  $43  billion  in  FY  1976,  equal 
to  11.4%  of  the  entire  federal  budget. 

• Federal  expenditures  are  now  mainly  distributed  through  Medicare, 

Medicaid  (on  a cost-sharing  basis  with  states),  and  GRAMPUS. 

• The  advent  of  National  Health  Insurance  could  raise  the  forecast  1980 
expenditures  for  federal  participation  by  as  much  as  131%  over  forecasts 
without  NHI. 

A.  NATIONAL  HEALTH  INSURANCE 

• National  health  insurance  (NHI)  legislation  will  be  passed  by  Congress 
on  a phased- in  basis  beginning  in  the  1977-78  time  frame  and  continuing  into 
the  1980s. 
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• The  step-by-step  approach  will  be  initiated  with  the  passage  in  1977 
of  a Medicare/Medicaid  reform  bill  (S.  2405,  H.R.  13080)  by  Senator  Herman 
Talmadge  (D.  GA. ) • This  bill  will  set  up  an  anti-fraud  unit  and  will  stream- 
line the  administration  of  these  programs  in  an  attempt  to  (a)  save  the 
government  money,  and  (b)  prepare  the  way  for  more  ambitious  NHI  programs  to 
follow. 

• The  first  new  NHI  bill  will  be  catastrophic  coverage  as  advocated  by 
the  Long-Ribicof f bill  (S.  2470,  H.R.  10028),  and  will  pass  in  the  1977-78 
time  frame.  While  not  as  ambitious  in  comparison  to  other  proposals  (for 
example,  it  envisions  additional  health  care  spending  of  $10  billion, 

as  compared  to  $25  billion  for  the  more  comprehensive  bills) , it  will  be 
viewed  as  more  affordable  in  light  of  our  nation's  economic  problems,  and 
will  demonstrate  Congress'  and  President  Carter's  determination  to  upgrade 
the  availability  and  affordability  of  medical  care. 

• Because  President  Carter  has  promised  the  nation  a comprehensive 
national  health  insurance  program,  he  will  work  hard  to  get  it  implemented 
within  his  first  term  of  office,  although  a balanced  budget  will  be  his  first 
priority.  Carter  will  incorporate  many  of  the  elements  of  the  Corman-Kennedy 
bill  now  before  Congress,  namely  mandatory  participation  and  minimum 
out-of-pocket  costs  to  consumers.  Carter,  however,  will  provide  a role  for 
the  private  sector,  perhaps  as  much  as  30%  to  40%,  in  contrast  to  Corman- 
Kennedy  which  provides  only  19%  participation  by  private  organizations. 


• NHI  represents  a major  opportunity  for  computer  services  vendors. 

Both  supporters  and  opponents  of  NHI  admit  that  the  administrative  require- 
ments of  such  a program  are  enormous.  With  an  NHI  program  designed  to 
encompass  practically  every  citizen  of  the  country,  the  volume  of  claims, 
the  comprehensive  cost  and  service  control  mechanisms,  and  the  data  base  needs 
will  create  data  processing  expenditures  many  times  greater  than  those  experi- 
enced with  Medicare  and  Medicaid. 

B.  EDP  EXPENDITURES  OVER  $400  MILLION  IN  FY  1976 

a The  data  processing  share  of  administrative  costs  ranges  between  15% 
and  30%,  yielding  a commercial  market  for  Medicare,  Medicaid,  and  CHAMPUS  of 
$292  million,  plus  another  $100  million  being  spent  in-house  by  the  states,  and 
$20  million  for  other  expenditures.  This  $412  million  for  FY  1976  does  not 
include  amounts  spent  by  the  federal  government  internally  for  EDP. 

a The  programs  are  usually  managed  by  fiscal  intermediaries,  carriers, 
and  fiscal  agents  (contractors),  who  sub-contract  EDP  activities  to  commercial 
vendors,  as,  for  example,  with  the  State  of  California.  Sometimes  the  contractors 
do  their  own  EDP,  as, for  example,  the  State  of  Maryland. 

» The  Blue  Cross/Blue  Shield  plans  are  the  largest  contractors,  and 
Electronic  Data  Systems  (EDS)  is  the  largest  EDP  sub-contractor,  with  approxi- 
mately $70  million  in  related  revenues  in  1976. 

As  an  example  of  a Medicaid  program,  the  State  of  California, 
one  of  the  largest  beneficiaries  of  all  3 programs,  contracts  its 
$2.4  billion  Medi-Cal  program  to  a consortium  of  Blue  Cross  and  Blue 

Shield  plans  in  California.  The  administrative  portion  of  the  contract 
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is  $43  million,  of  which  EDS  receives  $13  million  for  EDP,  and  the 
Blues  retain  $1.5  million  for  EDP. 

• The  advent  of  NHI  will  cause  considerable  tremors  through  the  existing 
Medicare  and  Medicaid  systems  and  will  result  in  EDP  expenditures  in  1980 
ranging  between  $667  million  and  $1.2  billion,  depending  on  which  I'JHI  program 
is  implemented. 

• EDS,  in  attempting  to  expand  its  share  of  the  market,  is  making  two 
major  policy  moves; 

- EDS  has  taken  several  Medicaid  contracts  "at  risk."  It  acts  as 

I fiscal  agent  and  pays  all  claims  on  behalf  of  the  state,  in  addition  to 
doing  its  own  EDP.  Its  state  contract  is  at  a fixed  price.  Excess 
claims  payments  are  made  out  of  EDS'  pocket,  and  it  keeps  any  "under- 
runs." Such  a contract  now  exists  with  Texas. 

- EDS  is  competing  directly  with  the  Blues  by  bidding  against  them 
in  the  traditional  contractor  role.  In  some  cases,  it  also  bids  with 
them  in  an  effort  to  win  either  way. 

- This  latter  move  offers  an  opportunity  for  a major  EDP  services 
vendor  to  bid  with  the  Blues  against  EDS.  Few,  if  any,  companies  at 
the  moment  have  the  experience  and  the  resources  to  do  so — an  issue 
which  troubles  the  federal  government. 

C.  IMPLICATIONS  OF  NHI  FOR  COMPUTER  SERVICES  VENDORS 

• The  magnitude  of  the  data  processing  requirements  for  NHI  are  so  great 
that  they  will  influence  the  way  the  NHI  program  is  administered. 
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System  processing  estimates  carried  out  by  one  processing  vendor  currently 
operating  under  Medicare  and  Medicaid  shows  that  an  ultimate  NHI  would  dwarf 
the  size  of  the  current  Social  Security  processing  resources,  which  themselves 
are  among  the  largest  in  the  country. 

• NHI  will  create  more  data  processing  dollar  expenditures,  greater 
standardization  of  functions,  increasingly  centralized  control  of  decision- 
making, and  because  of  the  magnitude  of  even  the  smallest  IHII  proposal,  will 
create  a great  demand  for  vendors  with  related  capabilities  and  experience. 


D.  KEYS  TO  SUCCESS 

• Development,  processing  and  administrative  contracts  will  go  to 
those  vendors  who  are  experienced  in  health  insurance-related  work,  have 
strong  financial  backing  to  help  assure  completion  of  critical,  time-dependent 
assignments  and  who  are  known  and  trusted  by  the  governmental  and  private 
sector  decision-makers. 

• There  will  be  an  increasing  emphasis  placed  on  turnkey  experience, 
i.e.,  the  ability  to  provide  the  software  and  services  related  both  to  data 
processing  and  to  the  allied  administrative  paperwork.  While  vendors,  such 
as  EDS,  with  commanding  market  shares  in  existing  health  insurance  areas, 
will  have  experience  advantages,  the  government  is  anxious  to  have  its 
processing  less  controlled  by  a single  company,  and  thus  will  be  inclined  to 
use  many  vendors. 
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• Barriers  to  market  entry,  which  can  often  be  erected  through  proprie- 
tary software,  will  be  less  of  a factor  in  the  NHI  environment  for  the  first 
couple  of  years.  This  is  due  to  the  uncertainty,  at  this  time,  of  the  exact 
characteristics  of  the  final  legislation  which  will  go  into  law.  HEW  is  most 
likely  to  take  a model  system  approach  with  NHI.  This  method  requires  venders 
who  wish  to  obtain  processing  contracts  to  use  software  that  conforms  closely 
to  the  federal  standard.  One  way  for  vendors  to  gain  an  early  entry  into  the 
NHI  world  would  be  to  participate  in  development  of  that  model  software. 

• Current  Medicare/Medicaid  processors  are  thus  faced  with  both  an 
opportunity  and  a risk.  If  new  NHI  programs  abolish  the  current  programs, 
these  vendors  are  immediately  faced  with  a declining  business  base.  On  the 
other  hand,  by  virtue  of  their  experience  with  government  health  insurance  pro- 
grams, they  would  be  in  an  excellent  position  to  obtain  NHI  contracts  should 
they  elect  to  make  the  new  investment. 

• While  many  uncertainties  exist,  it  is  clearly  necessary  for  new  vendors, 
who  are  interested  in  participating  in  NHI,  to  get  involved  in  government-funded 
health  insurance  markets  now  in  order  to  establish  a reputation  for  relevant 
experience  and  capabilities.  It  will  be  too  late  when  that  first  major  bill  is 
passed,  because  from  that  time  forward  the  magnitude  of  the  program  will  be 

so  great  that  additional  delays  proposed  by  vendors,  who  need  more  time  to 
go  up  the  learning  curve,  may  be  unacceptable. 

E.  RECOMMENDATIONS 

• Large  EDP  services  firms  should  explore  the  opportunities  to  bid 
health  projects  with  the  Blues  and  with  private  insurance  contractors  to 
enable  them  to  bid  effectively  against  EDS. 
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• Smaller  firms  should  seek  small  sub-contracts  to  the  major  contractors 
in  such  areas  as  drug,  dental,  nursing  home,  and  physician  data  processing 
for  Medicare  and  Medicaid. 

• Larger  firms  can  consider  acquisition  of  smaller  consulting  firms  and 
software  development  firms  involved  with  model  systems  development,  federally 
sponsored  regional  administration  feasibility  studies,  and  NHI  planning. 

Several  such  companies  are  identified  in  this  report. 

• As  a caveat,  each  vendor  must  make  his  own  assessment  of  the  future  of 
each  existing  program  and  the  survival  value  of  these  programs  when  NHI  is 
introduced. 

- For  example,  it  may  not  be  worthwhile  to  attempt  to  become  the 
fifth  certified  Medicaid  data  processing  firm  if  you  believe  Medicaid 
will  be  completely  abolished  by  NHI  or  that  NHI  will  not  offer  greater 
opportunities  to  those  with  Medicare  experience.  This  means  continuous 
tracking  of  the  developments  in  existing  programs,  as  well  as  those  to 
come . 

• In  any  event,  computer  services  vendors  wishing  to  take  advantage  of 
the  potential  billion  dollar  market  in  health  care  EDP  spending  need  to  begin 
now  to  further  develop  their  experience,  reputation,  and  knowledge  of  government- 
funded  health  insurance  programs.  Because  national  health  insurance  will 
involve  new  methods  and  procedures,  no  one  will  be  able  to  corner  the  market 

by  developing  proprietary  software  in  advance.  However,  data  processing 
decision-makers  will  be  looking  for  vendors  who  have  demonstrated  expertise 
in  serving  markets  similiar  to  those  of  NHI. 
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III.  OVERVIEW  OF  THE  U.S. 
HEALTH  INDUSTRY 


INPUT 


Ill 


OVERVIEW  OF  THE  U.S.  HEALTH  INDUSTRY 


• Health  is  the  third  largest  industry  in  the  U.S.,  accounting  for  8.6% 
of  the  U.S.  gross  national  product  (GNP)  and  employing  5.1%  of  the  U.S.  labor 
force — over  4.5  million  people. 


• Total  expenditures  for  health  have  grown  from  $12  billion  in  FY  1950 
$140  billion  in  FY  1976.  In  the  last  two  years  alone,  expenditures  have  grown 
31%.  Health  expenditures  traditionally  grow  faster  than  the  average  consumer 
price  index  (CPI). 

• That  portion  known  as  personal  health  care,  which  includes  only  health 
services  and  supplies,  has  doubled  since  1970,  amounting  to  over  $120  billion 
in  1976.  Included  in  these  annual  expenditures  in  1976  were: 

- over  1 billion  physician  visits  by  U.S.  civilians 

- 33  million  hospital  stays  over  7 days 
2.5  billion  drug  prescriptions. 


• In  FY  1975,  public  funds  (federal,  state,  and  local  governments)  paid 
for  42%  of  personal  health  care.  Of  this  amount,  28%  was  provided  by  the 
federal  government,  as  shown  in  Exhibit  III-l. 


• Private  funds,  accounting  for  the  remainder,  include  payments  by 
individuals  and  third  parties,  including  commercial  insurance  companies  and 
philanthropy. 
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EXHIBIT  III-l 


PUBLIC  AND  PRIVATE  SHARES  OF  PERSONAL  HEALTH  CARE  EXPENDITURES 
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Federal  expenditures  in  FY  1976  were  $43  billion,  equal  to  11.4%  of  the 


entire  federal  budget,  compared  to  9.6%,  or  $20  billion,  in  FY  1971. 

• Federal  expenditures  for  health  services  are  delivered  through  two  major 
programs : 

- Medicare — administered  by  the  Social  Security  Administration  (SSA) , 
primarily  for  those  over  65  years  of  age 

Medicaid — administered  by  the  Social  Rehabilitation  Service  (SRS) 
of  the  Department  of  Health,  Education  and  Welfare  (HEW),  primarily  in 
the  form  of  matching  a formula  percentage  of  health  expenditures  to 
individual  states’  welfare  and  assistance  programs. 

In  1976,  Medicare  and  Medicaid  cost  $35  billion — 81%  of  the  total 
federal  health  budget. 

• Forecasts  for  the  growth  in  benefit  payments  for  individuals  under 

Medicaid  and  Medicare  indicate  a doubling  between  1976  and  1981,  equivalent  to 

an  average  annual  growth  rate  (AAGR)  of  15%. 

- The  impact  of  National  Health  Insurance  (NHI)  will  significantly 

alter  the  form  and  size  of  these  two  programs,  as  discussed  in  Chapter  V 
of  this  report.  However,  the  overall  impact  of  NHI  will  be  to  increase 
the  federal  government's  participation  in  health  by  up  to  131%  by  1981, 

compared  to  expenditures  which  would  be  incurred  under  existing  law  alone. 

• Other  federal  programs  in  health  are  administered  by  numerous  agencies 
on  behalf  of  military  personnel  and  their  families,  veterans,  American  Indians, 
Health  Maintenance  Organizations  (HMOs) , and  drug  and  alcohol  abuse  treatment 
centers . 
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The  Department  of  Defense  (DOD)  administers  CHAMPUS  (Civilian 
Health  and  Medical  Program  of  the  Uniformed  Services)  for  certain  dependents 
of  military  personnel  and  for  certain  retired  military  personnel. 

• Exhibit  II1-2  shows  how  the  various  public  programs  contributed  to  health 
care  in  FY  1974.  "Other  Public  Programs"  includes  those  supported  by  DOD,  VA, 
HEW,  and  various  state  agencies. 

A.  MEDICARE 

• Medicare,  Title  18  of  the  Social  Security  Act  of  1972,  is  a federal 
insurance  program  supervised  by  the  Bureau  of  Health  Insurance  (BHI)  of  the 
Social  Security  Administration  (SSA)  of  the  U.S.  Department  of  HEW.  It  is 
primarily  for  people  age  65  and  over  but  includes  some  disabled  and  persons 
suffering  from  chronic  kidney  disease.  The  Medicare  program  went  into  effect 
July  1,  1966. 

• The  program  is  made  up  of  two  parts:  compulsory  hospital  insurance  (HI) 

which  pays  for  in-patient  care,  nursing  home  care,  and  home  health  benefits; 
and  voluntary  supplementary  medical  insurance  (SMI)  which  pays  for  physician 
and  other  outpatient  services.  The  former  is  financed  by  contributions  from 
employees  and  employers,  the  latter,  by  monthly  premiums  shared  equally  by 
recipients  (or  by  Medicaid)  and  the  federal  government.  Claims  for  reimburse- 
ment of  expenditures  in  each  of  these  categories  are  reported  oh  Medicare 
Part  A and  Part  B forms,  respectively. 
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EXHIBIT  III-2 


PUBLIC  PROGRAM  FUNDING  OF  HEALTH  CARE  SERVICES 

FY  1974 

TOTAL  EXPENDITURES  = $34  BILLION 
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• Both  insurance  components  (A  and  B)  are  administered  primarily  through 
pj-pvatie  insurance  companies  under  contract  with  SSA.  These  induce  Blue  Cross, 

Blue  Shield  and  other  insurance  companies  such  as  Occidental,  Aetna  and  Connecticut 
General . 

• About  10%  of  all  the  people  in  the  U.S.  have  the  protection  of  Medicare. 

• Medicare  rules  are  uniform  throughout  the  U.S. 


B.  MEDICAID 

• Under  Title  19  of  the  Social  Security  Act,  commonly  called  Medicaid, 
states  may  expand,  with  federal  matching  funds,  their  public  assistance  benefits 
to  persons  of  any  age  who  are  considered  unable  to  pay  for  health  care  due  to 
inadequate  income  or  resources,  or  who  are  considered  "needy.”  Medicaid  went 
into  effect  July  1,  1969. 

• The  matching  funds  provided  by  the  federal  government  range  from  50% 
minimum  to  83%  maximum,  according  to  the  Federal  Medical  Assistance  Percentage 
(FMAP)  formula: 


FMAP  = 100%  - X, 


where 


X = 45%  X 


(average  per  capita 
(average  per  capita 


income  of  the  state)^ 
income  of  all  50  state 


s) 


2 
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• The  current  FMAPs  have  been  in  effect  since  July  1,  1975,  and  will 
continue  through  June  30,  1977.  The  percentages  listed  in  Exhibit  III-3 
show  the  portion  of  each  state's  Medicaid  benefits  which  are  reimbursed  by 
the  federal  government . 

• Medicaid  is  financed  by  federal,  state,  and  local  taxes. 

• Administration  of  Medicaid  is  mainly  a state  responsbility  under  federal 
guidelines.  The  federal  arm  is  the  Medical  Services  Administration  (MSA)  of 
the  Social  and  Rehabilitation  Service  (SRS)  of  HEW. 

- Some  states  have  their  own  name  for  their  health  program,  e.g., 
California  calls  its  program  Medi-Cal. 

• Medicaid  eligibility  and  benefits  vary  from  state  to  state.  At  a 
minimum,  all  programs  cover: 

- in-patient  hospital  care 
out-patient  hospital  services 
laboratory  and  X-ray  services 

- physicians'  services 

skilled  nursing  facility  services 

screening,  diagnosis  and  treatment  of  children 

home  health  care  services 

- family  planning  services 

• One  major  program  under  Medicaid  is  the  Early  Periodic  Screening,  Diagnosis 
and  Treatment  Program  (EPSDT) , required  as  a mandatory  service  for  Medicaid- 
eligible  children  since  1967.  At  least  one  state,  California,  screens  all 
children  entering  public  schools. 
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EXHIBIT  III-3 


PERCENTAGE  OF  EACH  STATE'S  MEDICAID  BENEFITS 


PAID  BY  THE  FEDERAL  GOVERNMENT 
(FMAP) 
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i DC 

50.00 
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TN 
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1 FL 
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57.34 

MT 

63.21 

TX 

63.59 

GA 

i 

66.10 

NE 

55.59 

UT 

70.04 

! ID 

68.18 

NH 

60.28 

VA 

58.34 

( 

HI 

50.00 

NV 

50.00 

VT 

69.82 
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1 IL 
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50.00 

NJ 

50.00 

WA 
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! 

1 IN 

57.47 

NM 

73.29 

WV 
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i lA 
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NY 

50.00 
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; KS 
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i 
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• Medicaid  can  pay  what  Medicare  does  not  pay  for  people  who  are  eligible 
for  both  programs  (including  Part  B premiums). 

• Medicaid  pays  medical  bills  for  over  20  million  people  who  are  aged, 
blind,  disabled,  under  21,  or  members  of  families  with  dependent  children. 

It  has  a monthly  average  of  9 million  recipients. 

• The  total  cost  of  Medicaid  for  FY  1976  was  $15.2  billion,  including 
federal,  state,  and  local  dollars.  Of  this  amount,  more  than  one-third  was 
claimed  by  3 states: 


New  York 

23.7% 

California 

11.5 

Illinois 

6.0 

41.2% 

All  other  states 

58.8% 

100.0% 

• Administrative  and  training  costs  (including  data  processing)  average 
4.5%  of  total  program  costs  (about  $685  million),  ranging  from  a low  of  1.7% 
for  Wisconsin,  to  20.4%  for  the  Virgin  Islands. 

New  York,  California,  and  Illinois  report  2.6%,  5.8%  and  3.5%, 
respecvtively , for  the  first  three  quarters  of  FY  1976 

• The  highest  actual  annual  expenditures  for  administration  and  training 
were  incurred  in  1976  by: 


- 

California 

$100M 

- 

New  York 

70M 

- 

Michigan 

40M 

_ 

Texas 

35M 
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• Administrative  costs  are  shared,  on  a formula  basis,  by  the  federal 

government.  The  formula  structure  will  be  discussed  in  the  following  chapter. 


C.  CHAMPUS 

• Dependents  of  active  duty  members  of  the  Uniformed  Services,  retired 
members  and  their  dependents,  and  surviving  dependents  of  deceased  active  or 
retired  members  have  the  privilege  of  the  Uniformed  Services  Health  Benefits 
Program.  USHBP  is  actually  two  health  delivery  systems: 

Uniformed  Services  medical  facilities 

CHAMPUS  (Civilian  Health  and  Medical  Program  of  the  Uniformed 
Services  ) 

• The  CHAMPUS  portion  of  USHBP  ensures  authorized  health  services  will 
be  available  if  they  cannot  be  obtained  from  a Uniformed  Services  facility 
on  a space-available  basis. 

• At  age  65,  retirees,  their  dependents,  and  survivors  entitled  to 
Medicare  Part  A, lose  the  CHAMPUS  portion  of  their  USHBP  eligibility. 

• CHAMPUS  is  a cost-sharing  program  based  on  the  pay  grade  of  the  active 
duty  member.  CHAMPUS  pays  up  to  $350  per  month  for  authorized  care  with  the 
balance  being  the  responsibility  of  the  beneficiary. 

• Eligibility  is  determined  by  each  of  the  seven  Uniformed  Services: 

Army,  Navy,  Marine  Corps,  Air  Force,  Coast  Guard,  Commissioned  Corps  of  the 
National  Oceanic  and  Atmospheric  Administration — not  by  CHAMPUS  administration. 
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CHAMPUS  is  under  the  jurisdiction  of  the  Department  of  Defense  (DOD) . 


The  total  DOD  budget  for  CHAMPUS  is  about  $600  million  for  FY  1976. 

- California  alone,  with  180,000  military  retirees  and  200,000  or 
more  active  duty  personnel,  plus  their  dependents,  accounts  for  about 
30%  of  total  U.S.  claims  paid. 

- When  Nevada,  New  Mexico,  and  Arizona  are  included,  38%  of 
CHAMPUS  payments  are  accounted  for. 
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IV.  PROGRAM  ADMINISTRATION 
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PROGRAM  ADMINISTRATION 


• The  federal  government  does  not  deal  directly  with  health  care  providers 
(hospitals,  physicians,  etc.)  or  beneficiaries  (patients)  but  acts  through 
fiscal  intermediaries  (FI)  and  fiscal  agents  (FA). 

- In  the  Medicare  program,  the  law  originally  defines  Part  A middle 
man”  as  "intermediaries”  and  Part  B "middle  man”  as  "carriers.  Recent 

language  is  referring  to  both  of  these  as  "contractors. 

In  the  Medicaid  program,  the  federal  government  deals  with  each 
state,  which  may  act  as  its  own  fiscal  agent  or  may  sub-contract  the  work. 

CHAMPUS  uses  intermediaries. 


• The  function  of  the  intermediary /agent  is  to  channel  the  beneficiary 
payments  from  the  government  to  the  individual  recipient.  In  most  cases, 
the  FI/FA  pays  the  claim  and  is  then  reimbursed  by  the  government  for  the 
amount  of  the  claims  paid,  plus  administrative  expenses.. 

• Medicare  and  CHAMPUS,  being  federal  programs,  provide  total  claim  and 
administrative  cost  reimbursement  to  the  FI/FA. 

• Medicaid  is  a state  program  to  which  the  federal  government  provides 
matching  funds  for  claims  reimbursement  according  to  the  FMAP  formula  results 
shown  in  Exhibit  III-3. 
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• Medicaid  administrative  costs  are  reimbursed  by  the  federal  government 
according  to  one  of  4 different  formulae  depending  on  the  benefit  program, 
the  data  processing  system,  and  the  form  of  the  administration,  i.e.,  "under- 
written" or  "insured."  The  formulae  define  the  percentage  of  Federal  Financial 
Participation  (FFP) . The  formulae  are  somewhat  complicated  and  require  first 
an  explanation  of  MMIS . 

• MMIS  stands  for  Medicaid  Management  Information  System.  It  is  a 
standardized  design  for  a computer  system  to  be  used  (voluntarily)  by  each 
state  in  reporting  Medicaid  activity  to  the  federal  government.  The  design 
is  described  in  5 volumes,  available  from  the  National  Technical  Information 
Service  (NTIS),  #PB23655I,2,3,4,  and  5.  The  federal  government  will  reimburse 
90%  of  the  development  and  implementation  cost  of  an  approved  MMIS. 

The  procedure  by  which  individual  states  become  certified  for 
having  an  acceptable  MMIS  is  described  in  the  Program  Regulation  Guide, 

PRG  31,  June  10,  1974,  available  from  MSA/SRS/HEW. 

• Reimbursement  for  administrative  dollars  (FFP)  ranges  between  50%  and 
90%,  depending  on  conditions. 

For  underwritten,  approved  MMIS  programs,  the  state  may  be  reimbursed 

for  data  processing  costs  at  either  its  FMAP,  or  75%,  whichever  is  higher.} 

i 

If  it  chooses  75%,  then  administrative  costs  are  reimbursed  at  75%,  and  ! 

benefit  costs  at  the  state's  FMAP.  1 

For  underwritten  programs  with  no  MMIS,  the  state  may  be  reimbursed 
* \ 

at  its  FMAP  for  all  costs. 

I 

Non-underwritten  programs  are  reimbursed  for  administration  at  ! 

i 
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50%,  75%,  or  90%,  depending  on  function.  For  example,  family  planning 
has  an  FFP  of  90%,  the  program  director's  salary  75%,  and  the  audit 
staff  50%.  Claims  processing  is  reimbursed  at  50%  without  an  approved 
MMIS  and  75%  with  MMIS. 

The  main  advantage  of  using  MMIS  is  to  recover  75%,  instead  of  50%, 
of  claims  processing  costs.  Equivalent  systems  to  MMIS  may  get  special 
approval.  California,  via  Blue  Cross,  Blue  Shield,  and  Electronic  Data 
Systems  (collectively  called  MIO  - Medi-Cal  Intermediary  Operations) 
uses  its  own  system,C MM^<  with  federal  approval.  California,  however, 
does  not  receive  75%  reimbursement  because  it  does  not  wish  to  comply 
with  an  aspect  of  federal  requirements  which  it  considers  to  be  in 
conflict  with  the  Privacy  Act.  (See  page 

A.  MEDICARE  FISCAL  INTERMEDIARIES  AND  CARRIERS  (CONTRACTORS) 


• Blue  Cross  and  Blue  Shield  are  the  largest  group  of  contractors  (fiscal 
intermediaries  and  carriers)  under  Medicare. 

- All  74  Blue  Cross  organizations  hold  contracts  to  act  as  fiscal 
intermediaries  for  Part  A. 

Only  32  Blue  Shields  are  contractors  for  Part  B. 

Some  states  have  more  than  1 Blue  Cross  (California  has  Northern 
and  Southern) . 

In  some  states.  Blue  Cross  is  not  included  in  the  title  of  the 
organization,  e.g.,  Colorado  Hospital  Service. 

In  some  states.  Blue  Cross  and  Blue  Shield  are  combined,  as  in 
Arkansas  Blue  Cross  and  Blue  Shield,  Inc. 
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Private  (Commercial)  insurance  companies  are  also  under  contract  as 


intermediaries  and  carriers. 


contractors  for  Part  A include: 
Mutual  of  Omaha 
Nationwide 
Prudential 
Travelers 

contractors  for  Part  B include: 
Nationwide 


8 insurance  company 
Aetna 

Cooperative 
Hawaii  Medical 
Kaiser 

14  insurance  company 
Aetna 
Connecticut  General 
Continental  Casualty 
Equitable 
General  American 
Group  Health 
Mutual  of  Omaha 


Occidental 
Pan  American 
Prudential 

Railroad  Retirement  Board 

Travelers 

Union  Mutual 


• A complete  list  of  Medicare  Part  A and  Part  B contractors  is  given  in 
Appendix  I. 

• SSA  is  currently  running  a regionalization  study  to  determine  the 
feasibility  of  regionalizing  Medicare  administration. 


B.  MEDICAID  FISCAL  AGENTS 


• States  have  considerable  flexibility  in  the  use  of  fiscal  agents 
(FA).  Seventeen  states  have  none;  some  share  the  work  of  administration 
and  data  processing  with  one  or  more  FA  contractors;  some  turn  the  task 
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completely  over  to  FAs.  Appendix  II  indicates  which  states  use  FA  and  lists 
them  by  name  as  of  December  14,  1976. 

• Federal  funding  is  not  affected  by  the  states'  use  of  contractors  as 
pre-paid  insurers,  fiscal  agents,  or  data  processors. 

- Data  processing  sub-contractors  will  be  discussed  in  more  detail 
in  the  Chapter  on  EDP  Systems  and  Expenditures. 


C.  CHAMPUS  ADMINISTRATION 

• CHAMPUS  administration  is  handled  on  a state-by-state,  or  group-of-states 
basis . 

• A request  for  proposal  was  issued  by  the  Department  of  the  Army  in  October 
1975  for  "Implementation  and  Operation  in  a five  state  area  (California,  New 
Mexico,  Arizona,  Nevada,  and  Texas)  of  a CHAMPUS  Fiscal  Intermediary  System." 
The  award  went  to  Health  Applications  Systems  (HAS)  in  February  1976  and  was 
rapidly  made  operational — perhaps  too  rapidly.  As  a result  of  the  development 
of  a significant  claims  processing  backlog,  the  contract  was  transferred  from 
HAS  to  Blue  Shield  of  California  for  4 of  the  5 states  and  Mutual  of  Omaha 

for  Texas. 

The  actual  volume  of  claims  filed  by  the  5 states  in  1974  was 
1.1  million,  accounting  for  $165  million  in  claims  payments. 
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• Other  states  which  are  administered  in  groups  include: 

- Delaware  and  Pennsylvania 

- Massachusetts  and  Connecticut 
Kentucky  and  Indiana 

- New  Hampshire,  Vermont,  and  Maine 
Washington,  Oregon,  and  Alaska 

• CHAMPUS  contracts,  which  normally  expire  between  October  1976  and 
September  1977  (FY  1977)  and  which  are  due  for  renewal  or  new  procurement 
under  "Phase  I,"  are  listed  in  Exhibit  IV-1. 
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EXHIBIT  IV-I 


GRAMPUS  CLAIMS  ADMINISTRATION  CONTRACTS 
SCHEDULE  OF  EXPIRATION  DATES 


STATES 

NORMAL  EXPIRATION  DATE 

COLORADO 

September 

1976 

DELAWARE  AND 

September 

1976 

PENNSYLVANIA* 

December 

1976 

MARYLAND 

September 

1976 

MASSACHUSETTS  AND 

September 

1976 

CONNECTICUT* 

December 

1976 

MISSOURI 

September 

1976 

KENTUCKY  AND 

June 

1977 

INDIANA* 

September 

1977 

NEW  HAMPSHIRE, 
VERMONT  AND 

December 

1976 

MAINE* 

December 

1977 

WASHINGTON, 

December 

1976 

OREGON  AND 

December 

1977 

ALASKA* 

September 

1977 

MICHIGAN 

December 

1976 

NEBRASKA 

December 

1976 

ARKANSAS 

December 

1976 

MISSISSIPPI 

March 

1977 

*One  contract  to  be  awarded  for  each  group  of  states 
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NATIONAL  HEALTH  INSURANCE 


• During  December  1976,  INPUT  performed  research  and  talked  to  indivi- 
duals regarded  as  influential  and/or  knowledgeable  in  NHI  matters.  These 
interviews  included: 

Spokesmen  for  Congressional  leaders  in  both  the  Senate  and  the 
House  of  Representatives 

Executives  associated  with  key  special  interest  groups  actively 
involved  in  NHI  legislative  matters 

- President  Carter’s  staff  for  health  care  issues 
Independent  Congressional  observers  specializing  in  health  care 

developments 

- Suppliers  of  computer  services  to  existing  government-funded 
health  care  developments 

Cost  and  data  processing  specialists  within  the  Department  of 
Health,  Education  and  Welfare  (HEW). 
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OUTLOOK  FOR  NATIONAL  HEALTH  INSURANCE  LEGISLATION 


1.  DEFINITIONS 

• For  the  purpose  of  this  study,  to  qualify  as  national  health  insur- 
ance, a program  must  have  all  three  of  the  following  characteristics: 

(1)  it  would  establish  a plan  by  law,  or  by  using  significant  incentives 
for  its  establishment  through  voluntary  means,  (2)  it  must  affect  most  or 
all  of  the  citizens  of  the  United  States,  and  (3)  it  must  incorporate  some 
type  of  insurance  or  tax  method. 

• The  goals  of  such  a national  health  insurance  program  would  include 
ensuring  access  to  medical  care  to  all  who  require  it,  a reduction  of  the 
financial  hardship  incurred  from  using  health  services,  and  an  improve- 
ment in  the  efficiency  of  the  entire  health  delivery  method  in  the  U.S. 

2.  THE  MOMENTUM  GROWS 

• The  demand  for  an  improved  approach  to  health  care  has  had  broad  bi- 
partisan support  for  a number  of  years.  Health  care  costs  have  doubled 
since  1970  and  have  quadrupled  since  1960.  In  spite  of  $140  billion  in 
total  health  care  expenditures  in  the  United  States  during  FY  1976,  and  an 
annual  per  capita  health  care  expenditure  rate  of  $550  (the  world's  high- 
est), major  deficiencies  exist  in  the  type  and  value  of  services  and 
coverage,  both  private  and  public.  The  entire  method  of  health  care 
delivery  in  the  U.S.  is  felt  by  many  to  be  highly  inefficient  and  dis- 
organized. Doctors,  until  recently,  have  been  primarily  one-man  opera- 
tions. Hospitals  have  had  little  or  no  coordination  among  themselves  in 
spite  of  a high  degree  of  commonality  of  mission  and  service. 
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• During  the  past  few  years,  over  20  NHI  bills  have  been  introduced  in 
Congress  by  organized  labor,  doctor  and  hospital  groups, as  well  as  by 
private  insurance  associations.  Failure  to  pass  any  NHI  legislation  has 
been  due  to  a combination  of  factors  which  include  the  unwillingness  of 
major  groups  to  form  coalitions,  a disinterested  public,  a recessionary 
economy,  and  during  1976,  an  apathetic  President  and  the  distractions  of 
an  election  year. 

• During  1977,  however,  NHI  legislation  should  begin  to  make  signifi- 
cant headway.  The  four  key  forces  needed  to  pass  a major  bill,  namely 
Congress,  special  interest  groups,  the  public  and  the  President,  are  now, 
for  the  first  time  in  a number  of  years,  in  a position  to  reinforce  one 
another.  Congress  has  at  least  four  main  sub-committees  studying 
proposals  in  depth.  Many  of  these  bills  are  sponsored  by  key  Congress- 
ional leaders  who  are  showing  increasing  impatience  with  the  lack  of 

any  legislative  progress.  The  special  interest  groups,  especially  labor, 
have  become  more  vocal.  (AFL-CIO  Secretary-Treasurer  Lane  Kirkland,  for 
example,  devoted  a major  address  on  Labor  Day,  1976,  to  health  care  needs.) 
The  public,  while  not  viewing  health  care  as  its  number  one  concern  (in- 
flation holds  that  spot  according  to  pre-election  polls),  nevertheless, 
continues  to  show  a high  degree  of  interest. 

• The  Presidency,  which  has  shown  little  real  NHI  interest  during  the 
past  several  years,  is  now  the  domain  of  Jimmy  Carter,  who  declared  dur- 
ing his  campaign  that  he  intended  to  "implement  a comprehensive  national 
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health  insurance  program"  during  his  term  of  office.  The  promotion  of  NHI 
legislation  by  Carter  will  give  sufficient  momentum  to  NHI  to  enable  new 
laws  to  be  passed  within  the  near  future.  The  scope  and  impact  of  the 
most  widely  discussed  NHI  legislation  is  analyzed  below. 

3.  PENDING  CONGRESSIONAL  LEGISLATION 

a.  Components  of  Current  NHI  Bills 

• Although  the  desirability  of  implementing  some  type  of  national 
health  insurance  program  is  widely  supported,  the  most  actively  discussed 
bills  vary  significantly  in  the  way  they  deal  with  the  eight  critical 
issues  of  NHI.  These  issues  are:  (1)  Who  should  be  covered?  (2)  What 
should  be  covered?  (3)  Should  costs  be  shared  by  patients?  (4)  How  should 
the  plan  be  financed?  (5)  What  should  be  the  role  of  federal  and  state 
governments  and  private  insurance  companies  ? (6)  What  role  should  the 
consumer  play?  (7)  How  will  the  providers  (doctors,  hospitals,  clinics, 
etc.)  be  paid?  (8)  How  will  the  plan  change  over  time? 

• Examination  of  the  bills  shows  that  some  NHI  programs  require  a 
single  plan,  while  others  have  several.  Existing  government  health  insur- 
ance plans  are  treated  in  different  ways,  ranging  all  the  way  from  con- 
tinuance to  abolition.  Suggested  ways  of  financing  NHI  include  private 
insurance  premiums,  specific  and  general  federal  taxes,  state  funds^  or  a 
combination  of  these  methods.  Some  bills  have  voluntary  participation 
while  others  are  mandatory.  Administration  of  the  program  includes  such 
alternatives  as  the  use  of  private  insurance  carriers,  state  and  federal 
government  agencies,  other  private  organizations,  or  a combination  of 
these  groups. 
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• In  spite  of  their  diversity,  however,  the  bills  have  many  points  of 
similarity.  For  example,  they  all  reduce  the  out-of-pocket  payments  by 
individuals  for  health  care,  establish  new  plans  for  Medicaid,  in- 
crease total  dollars  spent  on  health  care,  emphasize  a comprehensive 
range  of  services,  and  cover  most  of  the  population. 

• Because  the  magnitude  of  even  the  smallest  NHI  bill  involves  a mini- 
mum of  $10  billion  of  additional  health  care  expenditures  in  the  U.S.  , 
seemingly  small  variations  in  the  provisions  of  these  bills  can  have 
multi-million  and  often  billion  dollar  impacts  on  the  characteristics  of 
the  resulting  data  processing  markets  thereby  created. 

• Outlined  below  are  the  major  characteristics  of  the  five  most  active 
bills  in  the  94th  Congress.  A sixth  bill,  the  "Talmadge  Bill"  for  Medi- 
care/Medicaid abuse  and  fraud  control,  is  also  included,  as  it  is  con- 
sidered by  many  to  be  a necessary  prerequisite  to  NHI. 

b . The  Corman-Kennedy  Bill  (S.3,  H.R.  21) 

• This  bill,  commonly  called  the  "Health  Security  Act",  is  endorsed  by 

the  AFL-CIO  and  the  Committee  for  National  Health  Insurance.  Introduced 
by  Senator  Edward  Kennedy  (D  Ma.)  and  Congressman  James  C.  Corman  (D  Ca.), 
and  co-sponsored  in  the  94th  Congress  by  then-Senator  Walter  Mondale  (D 
Minn.),  it  is  one  of  the  most  ambitious  programs  actively  under  considera- 
tion by  Congress.  It  claims  to  provide  complete  health  insurance  pro- 
tection to  the  entire  population  and  includes  doctor,  hospital  and  den- 
tal services.  The  program  would  be  fully  administered  by  a health  secu- 
rity board  within  HEW  and  paid  for  by  payroll  taxes  and  general  federal 
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revenues.  Medicare  would  be  abolished ^ and  Medicaid  would  only  include 
non-covered  services.  If  passed,  the  Health  Security  Act  would  increase 
total  U.S.  health  care  expenditures  by  $24  billion,  thus  giving  a $248 
billion  total  in  FY  ’80  as  compared  to  $224  billion  if  no  MHI  were  in  effect. 
Private  sector  spending  would  drop  from  its  non-NHI  level  of  $139  billion 
to  $47  billion  (19%  of  the  total) , while  public  sector  would  increase 
from  $85  billion  to  $201  billion  (81%  of  the  total) . 

c . The  Ullman  Bill  (H.R.  1) 

• This  bill,  known  as  the  "National  Health  Care  Services  Financing  and 
Reorganization  Act",  is  sponsored  by  Congressman  A1  Ullman  (D  Ore.), 

Chairman  of  the  House  Ways  and  Means  Committee,  and  is  supported  by  the 
American  Hospital  Association.  Ways  and  Means,  which  is  one  of  the  more 
powerful  committees  in  Congress,  has  one  of  the  two  major  House  sub- 
committees responsible  for  health  care.  The  Ullman  bill  has  an  estimated 
administrative  cost  of  $15.4  billion,  the  largest  of  all  NHI  legislation. 

It  encompasses  a three-part  program  involving  (1)  a method  for  employers 
to  offer  private  coverage  for  employees,  (2)  a plan  for  self-employed  per- 
sons and  (3)  a federal  government  plan  to  cover  the  poor  and  elderly. 

The  private  plans  would  be  administered  by  private  insurance  carriers 
which  would  be  under  state  supervision  and  federal  guidelines.  The  fed- 
eral government  would  contract  with  private  insurance  carriers  to  issue 
policies.  Medicare  would  be  eliminated  and  Medicaid  would  only  involve 
non-covered  services.  The  Ullman  bill  would  increase  total  U.S.  health 
care  expenditures  by  $25  billion  annually  by  FY’80,  and  would  give  to 
the  private  sector  54%  of  the  $249  billion  total  expenditures. 

33 


INPUT 


• Financing  would  come  from  (1)  employer-employee  premium  payments 

with  some  tax  credits,  (2)  federal  subsidy  in  the  case  of  lower  income 
workers,  and  (3)  federal  general  revenues  and  payroll  taxes  from  the 
present  Medicare  programs.  States  are  encouraged  to  set  up  nonprofit 
Health  Care  Corporations  (HCCs)  for  delivery  of  services  to  certain 
geographic  areas.  Reimbursements  to  HCCs  and  independent  providers  is 
on  the  basis  of  "reasonable  costs"  as  determined  by  a new  cabinet-level 
Department  of  Health. 

d.  The  Burleson-Mcintyre  Bill  (S.  1438,  H.R.  5990) 

• This  bill  is  known  as  the  "National  Health  Care  Act",  and  is  spon- 
sored by  Congressman  Omar  Burleson  (D  Tx.)  and  Senator  Thomas  J.  McIntyre 
(D  N.H.),  and  is  endorsed  by  the  Health  Insurance  Association  of  America. 
The  bill's  objective  is  to  keep  private  insurance  as  the  dominant  element, 
and  to  enhance  the  motivation  for  consumers  to  purchase  a minimum  bene- 
fit plan  via  tax  deductions.  The  plan  includes  an  employer-employee  pro- 
gram, an  individual's  plan,  and  a plan  for  the  poor.  All  insurance  is 
administered  by  private  carriers  under  state  supervision.  Regulations 
for  the  State  plan  for  the  poor  are  established  by  HEW.  Financing  is 
from  premiums  paid  by  employers  and  employees,  with  increased  tax  deduc- 
tions allowed.  Premiums  are  not  required  for  lower  income  groups.  Neces- 
sary additional  financing  comes  from  state  and  federal  general  revenues. 
Administrative  costs  of  the  bill  are  lower  than  most  other  plans  ($9.0 
billion),  primarily  because  little  additional  bureaucracy  is  created. 
However,  Medicare  and  Medicaid  are  maintained  with  their  attendent  costs 
and  complexities.  Total  health  care  spending  would  increase  by  $11  bil- 
lion to  a total  of  $235  billion  and  the  private  sector  share  would  be 
56%. 
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The  Fulton  Bill  (H.R.  6222) 


e . 

• The  Fulton  Bill  was  supported  until  recently  by  the  American  Medi- 
cal Association  and  is  known  as  the  "Comprehensive  Health  Care  Insurance 
Act."  Sponsored  by  Congressman  Richard  H.  Fulton,  (D.  TN) , the  bill 
seeks  to  increase  the  utilization  of  health  care  services  by  the  poor 

and  medically  deprived,  while  maintaining  existing  markets  of  providers. 

It  specifically  discourages  the  federal  government  from  supervising  or 
controlling  health  care  activities.  It  has  low  administrative  costs  ($9.3 
billion)  due  to  its  emphasis  on  the  private  approach  and  because  it  relies 
on  continued  Medicare  and  Medicaid  operations.  The  only  role  of  the  state 
governments  is  to  supervise  the  private  carriers, using  regulations  deve- 
loped by  a newly  created  federal  board.  Financing  is  accomplished  by 
employer-employee  payments, with  federal  subsidies  to  employers  with  large 
payroll  cost  increases,  and  to  the  unemployed  and  self-employed.  Total 
U.S.  health  care  expenditures  would  increase  by  $20  billion  to  a total  of 
$244  billion.  The  private  sector  would  incur  59%  of  those  costs. 

f . The  Long-Ribicoff  Bill  (S.  2470,  H.R.  10028) 

• Known  as  the  "Catastrophic  Health  Insurance  and  Medical  Assistance 
Reform  Act,"  and  co-sponsored  by  Senate  Finance  Committee  Chairman  Russell 
Long  (D  La,),  Senator  Abraham  Ribicoff  (D  Conn.),  and  Congressman  Joe  D. 
Wagonner,  Jr.  (D  La,),  this  bill  is  primarily  a substitute  for  Medicaid 
(Medicare  continues  in  operation),  and  has  the  smallest  net  increase  in 
health  care  consumption  ($10  billion).  The  private  sector  would  contain 
58%  of  all  the  expenditures.  The  bill’s  primary  focus  is  on  encouraging  pur- 
chases of  catastrophic  expense  coverage  and  to  redesign  federal  insurance 
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for  the  poor.  Financing  for  the  bill  is  via  a payroll  tax  on  employers, 
with  tax  credits,  and  general  federal  and  state  revenues  for  the  insurance 
coverage  for  the  poor.  Administration  is  quite  similar  to  Medicare,  including 
HEW  supervision. 

g.  The  Talmadge  Bill  (S.  2405,  H.R.  13080) 

• This  bill,  which  is  sponsored  by  Senator  Herman  E.  Talmadge  (D.  GA) , 

is  a Medicare,  Medicaid  abuse  and  fraud  control  measure  rather  than  a 
national  health  insurance  proposal.  There  exists  considerable  support 

for  the  bill,  not  the  least  of  which  is  Senator  Talmadge  himself.  (Tal- 
madge is  Chairman  of  the  Senate  Finance  Subcommittee  on  Health.)  Many 
supporters  of  NHI  feel  that  the  nation  must 'demonstrate  its  ability  to 
successfully  administer  and  control  existing  government  funded  health 
insurance  programs  before  it  can  hope  to  realistically  tackle  NHI  pro- 
posals several  times  its  size  and  scope.  The  bill,  in  recognition  of  the 
estimated  $1.5  billion  annually  lost  to  fraud,  establishes  a special  anti- 
fraud organization  within  the  Justice  Department.  In  addition,  it  con- 
solidates the  agencies  within  HEW  that  currently  administer  Medicare 
and  Medicaid  into  a single  office.  Ta].madge  has  already  spent  over  a year 
developing  the  bill  and  emphasizes  his  determination  to  act  in  the  95th 
Congress . 
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4.  FORCES  INFLUENCING  NHI  PROPOSALS 
a.  The  Mood  in  Congress 

• On  balance, the  mood  in  Congress  is  to  get  some  type  of  NHI  legisla- 
tion passed  soon.  Opposition  to  NHI  does  exist,  however.  NHI  opponents 
have  testified  before  Congress  that  the  current  NHI  proposals  would  in- 
crease  health  costs,  lower  the  quality  of  medical  care^  and  extend  inter- 
ference from  bureaucrats  that  would  degrade  the  effectiveness  of  medical 
practice.  They  point  to  problems  encountered  in  Great  Britain  and  else- 
where that  should  serve  as  warnings  to  the  U.S.  In  addition,  they  stress 
that  NHI  is  potentially  extremely  inflationary,  that  health  insurance  is 
not  a severe  problem  with  most  Americans,  and  that  cost  control  procedures 
would  be  inadequate.  Elimination  of  that  portion  of  consumers  that  pur- 
chase hospital  services  "out-of-pocket”  is  seen  as  the  removal  of  the 
only  remaining  market  force  which  induces  hospitals  to  operate  efficiently. 
The  attempt  of  major  NHI  bills  to  reorganize  the  health  care  industry  is 
believed  to  be  an  extremely  costly  and  inefficient  approach  to  the  prob- 
lem. Congressional  watchers  point  out  that  another  factor  working  against 
NHI  is  that  the  recent  national  elections  have  resulted  in  a significant 
turnover  in  the  Senate  and  that  this  new  group  of  legislators  is  more 
conservative  than  those  who  came  in  1974. 

• However,  Congress  is  still  controlled  by  the  Democrats,  most  of  whom 
were  elected  as  members  of  the  party  which  declared  in  its  1976  Platform 
that  we  need  a comprehensive  national  health  insurance  system  with  uni- 
versal and  mandatory  coverage.  . . financed  by  a combination  of  employer- 

employee  shared  payroll  taxes  and  general  tax  revenues.  . . adequate  health 
services  is  a right  for  all  our  people." 
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Although  jurisdictional  disputes  over  health  care  have  occurred 


between  the  House  Ways  and  Means  sub-committee  headed  by  Dan  Rostenkowski 
(D  111.)  and  the  House  Interstate  and  Commerce  sub-committee  chaired  by 
Paul  G.  Rogers  (D  Fla.),  and  thus  have  slowed  legislative  progress,  Con- 
gress has  gone  ahead  and  developed  budget  targets  for  fiscal  1977  of  $50 
million  for  health  insurance  start-up  costs,  an  amount  sufficient  for 
some  initial  planning, 
b . Special  Interest  Groups 

• Active  special  interest  groups  include  associations  serving  the 
providers  (e.g.,  the  American  Medical  Association  and  American  Hospital 
Association) , the  consumers (AFL-CIO) , the  insurers  (Health  Insurance 
Association  of  America,  Blue  Cross  Association,  The  National  Association 
of  Blue  Shield  Plans),  and  businessmen  (U.S.  Chamber  of  Commerce).  These 
groups  are,  for  the  most  part,  very  interested  in  specific  types  of  NHI 
legislation  to  help  alleviate  the  nation's  health  care  problems.  However, 
there  exist  significant  differences  in  the  way  they  desire  to  accomplish 
their  objectives.  Organized  labor,  for  the  most  part,  wants  a completely 
federalized  program  with  financing  primarily  from  payroll  taxes.  Doctors, 
hospitals,  and  insurance  companies  on  the  other  hand,  emphasize  the  need 
for  private  administration  and  financing. 

• Included  within  these  special  interest  groups  are  some  of  the  most 
powerful  lobbies  in  Washington.  However,  their  frequently  opposing  views 
have  contributed  to  the  stalemate  to  date.  Unless  a private  coalition  is 
formed,  these  groups  risk  having  NHI  legislation  passed  which  is  acceptable 
to  none  of  them.  The  outlook  for  a coalition  is  mixed  at  the  present 
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time.  The  American  Medical  Association,  for  example,  is  likely  to  intro- 
duce its  own  bill  after  having  withdrawn  support  from  the  Fulton  bill, 
even  though,  according  to  a knowledgeable  AMA  insider,  "the  new  bill  would 
have  little  chance  for  passage". 

• Special  interest  groups,  especially  those  representing  the  providers, 
take  every  opportunity  to  remind  Congress  that  no  NHI  can  succeed  with- 
out the  cooperation  of  those  who  must  make  it  work.  Congress  seems  to 
appreciate  this  point  of  view  but  seems  disinclined  to  wait  much  longer  for 
the  various  groups  to  agree  on  a common  course. 

c . The  Carter  Administration 

• President  Carter  said  during  his  election  campaign  that  NHI  was  a 
"must,"  and  he  promised  to  propose  a national  health  insurance  pro- 
gram soon  after  his  Presidential  term  began.  He  has  stated  that  he  pre- 
fers a comprehensive  plan  with  mandatory  participation  and  the  minimum 
possible  out-of-pocket  costs  for  patients.  In  several  ways  Carter  sup- 
ports many  of  the  important  provisions  advocated  by  the  labor  groups  which 
were  important  elements  in  his  election  victory. 

• Carter's  position  during  the  primaries  regarding  the  role  of  private 
insurers  was:  ".  . .1  would  like  to  reserve  the  right  to  include  the  pri- 
vate sector,  say.  Blue  Cross  and  Blue  Shield  as  a co-partner  with  the 
federal  government  in  the  administration  of  a national  health  program." 

He  has,  however,  several  times  emphasized  the  need  for  a balanced  budget 
and  has  talked  therefore  of  the  likely  need  for  a phased-in  approach. 

".  . .national  priorities  of  need  and  feasibility  should  determine  the 
stages  of  the  system's  implementation.  . . accommodating  first  those  who 
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need  it  most.  Since  his  election,  Carter  has  continued  to  state  that  he 
is  serious  about  achieving  a balanced  budget.  The  message  has  been  re- 
ceived by  his  health  care  issues  planning  staff  and  will  undoubtedly  be 
reflected  in  recommendations  for  a step-by-step  approach  to  NHI. 

• Carter  characteristically  will  reserve  many  of  the  final  key  decisions 
for  himself,  including  such  items  as  what  share  of  financing  would  be  sup- 
ported by  payroll  taxes,  and  just  exactly  how  the  phase— in  would  work. 

• Many  modern  day  Democratic  Presidents,  including  Kennedy  and  Johnson, 
have  used  the  President's  first  100  days  in  office  to  take  advantage  of 

a honeymoon  with  Congress  and  to  push  hard  for  major  legislation.  Carter 
is  expected  to  do  the  same.  He  will  find,  however,  that  the  95th 
Congress,  which  begins  January  1977,  will  be  willing  to  listen  to  his 
wishes  but  will  not  be  subservient.  The  honeymoon  will  be  short. 

d . The  Importance  of  the  Economy 

• The  least  ambitious  NHI  proposal  would  increase  total  United  States 
health  care  spending  by  $10  billion, and  the  most  comprehensive  one  would 
add  $25  billion.  The  existence  of  a slower  than  expected  recovery  from 
the  recession  is  one  of  the  major  factors  influencing  NHI  characteristics. 
There  is  widespread  feeling  that  the  nation  must  be  extremely  careful  in 
adopting  any  new  programs  of  this  magnitude.  Thus,  the  speed  of  implemen- 
tation will  be  closely  tied  to  the  perceived  recovery  ability  of  the  economy. 
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e . The  Problem  of  Cost 

• Accurately  forecasting  the  cost  of  the  various  NHI  proposals  is  an 
important  yet  complex  task.  A significantly  underestimated  plan  of  the 
magnitude  suggested  for  NHI  could  result  in  severe  inflation,  nondelivery 
of  promised  services,  and  more  public  disillusionment  with  government 
programs . 

• In  order  to  determine  costs  of  an  NHI  program,  estimates  must  be  made 
of  the  number  of  people  covered,  the  quantity  of  services,  the  level  of 
reimbursement,  and  the  amount  of  administrative  costs.  In  addition  to 
facing  a bewildering  array  of  variables,  cost  analysts  also  find  that  for 
many  aspects  of  the  NHI  proposals  there  exists  little  actuarial  experience 
to  form  a basis  for  prediction.  This  is  especially  true  for  some  of  the 
most  comprehensive,  and  hence  most  expensive  plans  which  could  involve, 
for  example,  eye,  ear,  dental,  drug  and  mental  health  services. 

f • The  Battle  for  Administrative  Control 

• There  is  increasing  disenchantment  with  the  way  the  existing  health 
insurance  programs  are  administered.  Many  consider  the  Medicaid  program 
to  be  highly  disorganized,  inconsistent  and  wasteful.  The  Talmadge 
Medicare/Medicaid  reform  bill  calls  for  a single  HEW  agency  to  replace 
the  four  groups  now  in  charge. 

• Several  of  the  NHI  proposals  call  for  organizations  which  administer 
the  funds  to  differ  from  those  which  finance  them.  In  the  HIAA  bill,  for 
example,  the  state  governments  administer  the  plans  for  the  poor,  but  the 
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federal  government  finances  the  largest  share  of  the  cost.  With  the  AMA 
plan, federal  subsidies  are  paid  for  the  purchase  of  private  health  insur- 
ance. The  Long-Ribicof f bill  calls  for  the  states  to  contribute  to  a 
federally  administered  plan. 

• The  final  administrative  form  of  NHI  will  be  a function  of  the  speed 
by  which  it  is  implemented  as  much  as  by  anything  else.  Massive  programs 
the  size  of  NHI  cannot  be  implemented  quickly.  Thus,  any  significant  NHI 
legislation  passed  within  the  next  two  years  will  most  likely  continue  to 
use  HEW  and  SSA  for  administration.  If  NHI  legislation  does  not  pass  until 
the  1979-80  time  frame,  then  the  likelihood  of  a separate  agency  being  created 
is  high. 

B.  STATES'  OPINIONS  ON  TIMING  OF  NHI 

• The  questionnaires  sent  to  the  state  Medicaid  agencies  asked,  "When 

do  you  expect  NHI  will  be  implemented?"  Exhibit  V-1  tabulates  their  responses. 

There  is  a complete  range  of  opinions  presented,  with  more  than  half 
the  committed  respondents  expecting  NHI  to  occur  in  1980  or  later. 

• INPUT  agrees , in  part,  with  the  states'  majority  opinion  regarding 
full  scale  implementation  of  NHI  but  also  believes  legislation  to  begin  such 
a program  in  a step-wise  fashion  is  imminent. 
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EXHIBIT  V-1 


STATES’  RESPONSES  TO  TIMING  OF  NHI 


YEAR  OF  IMPLEMENTATION 

NUMBER  OF  RESPONSES 

1977 

1 

1978 

2 

1979 

3 

1980 

4 

1981 

2 

After  1981 

4 

Not  at  All 

1 

No  Comment 

4 

TOTAL 

21 
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c. 


INPUT’S  PREDICTIONS  FOR  NHI  LEGISLATION 


1.  THE  1977-78  TIME  FRAME 

• NHI  legislation  will  become  a reality  during  Carter’s  term.  It  will 
involve  a phased- in  approach  beginning  with  the  passage  in  1977  of  Talmadge’s 
Medicare/Medicaid  reform  bill.  Catastrophic  coverage  as  outlined  in  the 
Long-Ribicof f proposal  will  be  the  first  major  step  into  NHI  and  will  be 
passed  within  the  1977-78  time  frame.  The  private  sector  will  account  for 
approximately  50%  of  all  health  care  expenditures,  at  least  through  1979, 
thus  giving  it  a parity  with  the  government.  HEW  will  stay  in  control  of 
NHI.  Washington  will  allow  the  states  to  play  a role  but  will  exert  more 
federal  control  in  order  to  eliminate  many  of  the  problems  encountered  with 
Medicaid . 

2.  THE  1979-80  TIME  FRAME 

• Beginning  around  1979-80,  assuming  the  economy  continues  rebuilding  its 
strength  and  Carter  goes  on  for  a second  term,  additional  major  steps  will 

be  taken  into  NHI  along  the  lines  proposed  by  Corman-Kennedy . The  private 
sector,  however,  will  enjoy  as  much  as  a 30%  to  40%  share  of  the  spending 
rather  than  the  19%  called  for  in  the  Corman-Kennedy  bill. 

3.  REALITIES  OF  TODAY 

• This  phased-in  approach  to  NHI  is  seen  by  Congress,  many  of  the 
special  interest  groups,  and  Carter  to  be  a prudent  approach.  It  recog- 
nizes the  realities  of  the  country’s  ability  to  pay  for  such  services, 
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demonstrates  progress  towards  attempting  to  solve  our  serious  health  care 
difficulties,  and  tries  to  build  up  the  program  at  a rate  commensurate  with 
our  administrative  abilities  to  keep  it  under  control.  NHI  is  acknowledged 
to  be  a major  public  undertaking,  full  of  risks  and  difficulties,  but  one 
whose  time  has  come. 
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VI.  THE  DATA  PROCESSING  ENVIRONMENT 


INPUT 


VI 


THE  DATA  PROCESSING  ENVIRONMENT 


A.  EDP  IS  INCLUDED  IN  ADMINISTPxATION  BUDGETS 

• The  federal  government  pays  the  administrative  expenses  of  Medicare  and 
CHAMPUS  directly  to  its  fiscal  intermediaries  and  carriers  (contractors) . 
These  administrative  expenses  include  EDP  costs.  The  EDP  is  sometimes  per- 
formed by  the  contractor  or  may  be  sub-contracted  to  a commercial  vendor. 


• The  sub-contract  is  most  often  a facilities  management  (FM)  contract. 
The  largest  and  best  known  Medicare  FM  sub-contractor  is  Electronic  Data 
Systems  (EDS).  Exhibit  VI-1  shows  existing  Medicare  EDP  sub-contracts,  sub- 
contractors, and  the  approximate  date  of  contract  expiration. 


0 

of 


Typically,  the  EDP  expenses  incurred  by  a Medicare  contractor,  exclusive 


any  EDP  sub-contracts,  average: 

of  total  administrative  costs  for  Part  A 
- 25%  of  total  administrative  costs  for  Part  B 


• In  Medicaid,  federal  and  state  governments  share  in  administrative  reim- 
bursement, according  to  the  formulae  described  in  Chapter  III.  EDP  expenses 

are  included  in  administration.  States  may  perform  all  or  part  of  their  own 
EDP  or  contract  all  or  part  of  the  claims  processing  to  a fiscal  agent,  who 
may  in  turn  sub-contract  EDP  to  a commercial  vendor. 
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EXHIBIT  VI-1 


MEDICARE  FM  SUB-CONTRACTS 


CONTRACTOR 

SUB-CONTRACTOR 

EXPIRATION  DATE 

ARKANSAS  BLUE  CROSS 

EDS  Federal 

November  1977 

BUFFALO  (NY)  BLUE  SHIELD 

II 

August  1978 

CALIFORNIA  BLUE  SHIELD 

II 

September  1978 

INDIANA  BLUE  SHIELD 

If 

- 

IOWA  BLUE  SHIELD 

II 

- 

MASSACHUSETTS  BLUE  SHIELD 

IT 

December  1976 

MINNESOTA  BLUE  SHIELD 

II 

June  1978 

NATIONWIDE  INSURANCE 

(OHIO  & WEST  VIRGINIA) 

II 

October  1978 

NEW  YORK  CITY  BLUE  SHIELD 

II 

- 

PUERTO  RICO  BLUE  SHIELD 

EDS  International 

June  1977 

CONNECTICUT  GENERAL 

INSURANCE  (CONNECTICUT) 

Optimum  Systems,  Inc. 

October  1977 

ILLINOIS  MEDICAL  SERVICE’ 

SURGICAL  CARE,  MILWAUKEE 

?■ 

Management  Data 

NORTH  DAKOTA  BLUE  SHIELD 

Communications  Corp. 

July  1978 

KANSAS  CITY  BLUE  SHIELD 

Systems  Resources,  Inc. 

May  1978 

UTAH  BLUE  CROSS /'BLUE 

SHIELD 

II 

— 

SOUTH  DAKOTA  BLUE  SHIELD 

Data,  Inc. 

June  1978 
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- Because  the  federal  government  deals  only  with  the  states  and  they 
are  not  required  to  report  EDP  expenditures  as  a separate  line  item  of 
administrative  expense,  the  federal  government  does  not  know  how  much 
EDP  costs  for  Medicaid. 

In  California,  where  EDS  is  the  EDP  sub-contractor  in  MIO  (Medi-Cal 
Intermediary  Operations),  approximately  30%  of  the  administrative  bill 
to  the  state  is  for  EDS'  data  processing. 

B.  SYSTEM  SPECIFICATIONS  (MEDICARE) 

• Medicare  EDP  is  not  governed  by  standard  system  specifications.  The  ‘ 
combined  political  power  of  the  Blues  and  other  Medicare  insurance  companies 
is  strong  enough  to  deter  the  federal  government  from  demanding  a standard 
EDP  system. 

There  is,  however,  a standard  reporting  format  which  all  Medicare 
contractors  must  adhere  to.  The  format  is  outlined  in  a Uniform  Claims 
Manual.  Contractors  are  expected  to  use  "prudent  businessman's  judge- 
ment" in  the  performance  of  their  activities. 

• There  are  several  de  facto  standards  for  Medicare  EDP: 

Blue  Cross  Association  (BCA)  has  a Model  System  for  Part  A only. 

It  is  used  by  25  Blue  Cross  plans  and  by  Aetna  Insurance.  It  is 

too  expensive  to  be  justified  by  all  intermediaries.  BCA  updates  the 

programs  as  required  and  provides  the  software  to  participating  contractors. 

- The  federal  government  has  developed  a Model  B System  for  part  B 
only.  It  is  used  by  27  carriers.  Federal  programmers  keep  it  current 
and  provide  it  to  contractors. 
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McDonnell  Douglas  Automation  (MCAUTO)  offers  an  on-line  version  of  the 
Model  B System,  which  is  used  by  at  least  2 carriers  (General  American 

Insurance  and  Continental  Casualty) . 

EDS  has  a system  for  Part  B which  is  used  by  12  contractors,  4 of 
which  do  not  use  EDS  as  a sub-contractor.  The  4 are  Blue  Shields  of  New 
York  City;  Dallas,  Texas;  Camp  Hill,  Pennsylvania;  and  Topeka,  Kansas. 

Applied  Systems  Development  Company  (Providence,  Rhode  Island)  has 
developed  the  software  for  Part  B processing  which  is  used  by  3 contractors 

• Details  on  which  contractors  use  which  systems  will  be  given  in  the  section 
on  "EDP  Revenues  for  Medicare  ” in  Chapter  VII. 

C.  MEDICAID  AND  MMIS 

• Public  Law  PL  92-603,  Section  235  (a)  provides  for  75%  federal  funding 
icipat ion  for  ongoing  administrative  costs  when  data  processing  is  per 

formed  by  an  approved  Medicaid  Management  Information  System  (MMIS),  as  opposed 
to  50%  when  not  using  MMIS,  and  90%  funding  for  design,  development,  and  imple- 
mentation of  an  approved  MMIS  system.  The  additional  25%  ongoing  reimburse- 
ment provides  most  states  with  the  incentive  to  use  MMIS. 

Development  and  implementation  of  an  MMIS  system  for  a large  state, 
such  as  California  or  New  York,  can  cost  nearly  $10  million.  The  federal 
government  will  pay  90%  of  this  amount.  Development  and  implementation  is 
about  two  years. 
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• The  steps  necessary  to  get  the  90%  reimbursement  approval  to  develop 
and  implement  MMIS  are  as  follows: 

- Advanced  planning. 

Approval  of  Advanced  Planning  Document  (APD)  by  the  SRS  Regional 
Commissioner . 

Request  for  Proposal  (RFP)  after  SRS  approval  of  APD,  must  also  be 
approved  by  the  SRS  Regional  Commissioner.  RFP  is  advertised  in  Commerce 
Business  Daily. 

Proposal  evaluation  and  contractor  selection.  Final  contending 
proposals,  selection  criteria,  and  proposed  contract  must  be  approved 
by  SRS . 

Assurances  must  be  made  to  SRS  that: 

• procurement  met  the  standards  of  the  Code  of  Federal  Regulations 
45  CFR  74  regarding  the  granting  of  contracts 

• copies  of  progress  reports  will  be  sent  to  SRS. 

- Detailed  implementation  plan  approved  by  SRS. 

System  analysis,  design,  development,  documentation,  and  installation 
System  acceptance. 

• For  90%  funding,  the  state  must  also  retain  ownership  rights  to,  and 
acknowledge  the  right  of  HEW  to  reproduce  or  publish  without  fee,  all  software 
or  modifications  developed  using  federal  funds. 

- Thus,  any  state  can  get  a complete  design  free  from  the  federal 
government.  As  is  so  often  the  case  in  the  EDP  world,  most  states  prefer 
to  develop  their  own. 
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• Exhibit  VI-2  shows  the  status  of  each  state  relative  to  its  progress 
toward  90%  certification  for  MMIS  operations.  Only  those  states  in  process 
of  applying  for  certification  are  included  in  the  exhibit. 

An  "X"  is  marked  at  the  highest  step  of  the  approval  cycle  for 
each  state. 

D.  EDP  EQUIPMENT  CONFIGURATIONS 

• Blue  Cross  and  Blue  Shield  plans  are  contractors  for  both  Medicare  and 

Medicaid.  These  activities  are  generally  commingled  with  their  commercial 
insurance  activities,  and  the  same  computer  systems  are  used  for  all  appli- 
cations. Thus,  it  is  difficult  to  determine  precisely  how  much  of  each  system 
is  used  for  each  aspect:  Medicare,  Medicaid,  commercial. 

- In  some  cases,  processing  is  sub-contracted,  as  in  California,  where 
EDS  does  the  EDP  work  for  Medi-Cal. 

This  integration  of  activities,  as  well  as  the  de  facto  standard- 
ization of  the  Blues'  systems,  contributes  to  the  federal  government's 
difficulty  in  imposing  standardized  Medicare  EDP  specifications. 

• Appendix  III  details  the  computer  system  configurations  operated  by  most 
of  the  Blue  Cross/Blue  Shield  plans.  In  each,  some  portion  may  be  used  for 
Medicare,  Medicaid  and  commercial  insurance.  On  an  accounting  basis,  the 
federal  government  reimburses  the  Blues  for  that  share  of  their  EDP  expense 
which  is  attributable  to  Medicare,  as  detailed  in  the  section  "EDP  Revenues 
for  Medicare"  in  Chapter  VII. 
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HIGHEST  STATUS  OF  STATES  APPLYING  FOR  miS  CERTIFICATION 
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HIGHEST  STATUS  OF  STATES  APPLYING  FOR  MMIS  GERTIFIGATION 


X 


w 

< 

Q 


a 
w 

M 
M Q 

W 


cf 

m 

uo 

April  7' 

LO 

m 

r-- 

vD 

<T\ 

cri 

• 

o^ 

o\ 

P 

P 

U 

P 

r— 1 

1 

1 

X 

1 

X 

cn 

W X 

1 

X 

X 

< 


M 

CO 

CO 

c/; 

0) 

p 

OJ 

p 

(1) 

p 

CO 

z 

w 

— 

cd 

cd 

cd 

p 

o 

CJ 

p 

X 

p 

p 

CO 

M 

o 

c 

CO 

CO 

CO 

CO 

p 

Q 

1 

1 

1 

X 

Q 

PI 

o 

p 

Z 

P 

> 

X 

X 

W 

1 

X 

H 
<d 
o 


P-I 

& 


Q 

W 

> 

o 

pti 

P-I 


o 

2a 


w 

EH 

W 

i-J 


O 

CJ 


CO 
^ CO 
M W 
CJ 
Q O 
P^  Pi 
< Ph 


•H 

5-1 

D- 

<2 


X 


w 

M 

(U 

O 

O 

5-1 

Pi 


X 


X 


X 


X 


X 


w 

H 

C 

H 

CO 


X 

Pi 


CO 

H 

H 

W 

CO 

p 

W 

CJ 

<1 

CO 

CO 


w 

p 


CJ 

M 

tr! 

O 


z 

X 

c 

CO 

w 

H 

p 

<1 

CO 

O 

P 

<d 

X 

p 

P 

CO 

P 

CO 

w 

W 

o 

p 

p 

CO 

H 

p 

s 

CO 

Z 

p 

Z 

Z 

t— 1 

p 

O 

w 

w 

W 

S 

S 

a 

z 

z 

Z 

O 

U 

h-i 

X 


w 


o 

X 

^2 

w 

2 


< 

2 

M 

P 

o 

p 

CJ 

K 

H 

P 

o 

2 


<3 

H 

O 


X 

H 

P 

O 

2 


X 

O 


X 

O 


< 

> 

X 

X 

CO 

2: 

:z 

w 

p 


w 

w 

CO 

CO 

w 

X 

z 

w 

H 


53 


INPU 


HIGHEST  STATUS  OF  STATES  APPLYING  FOR  MMIS  CERTIFICATION 
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• Appendix  IV  details  the  computer  system  configurations  used  by  individual 
states  In  processing  data  for  Medicaid.  The  systems  are  usually  shared  with 
other  state  activities  and  are  operated  by  a state  agency.  Most  systems 
are  IBM. 

The  work  performed  on  these  systems  may  be  all  or  part  of  the 
Medicaid  data  processing  and  management.  In  many  cases,  EDP  sub-contractors 
are  used.  When  known,  the  sub-contractor  for  data  processing  (which  may 
or  may  not  also  be  the  fiscal  agent)  is  identified. 

- The  fiscal  agents  are  identified  in  Appendix  II. 

• In  summary,  EDP  for  the  processing  of  claims,  the  performance  of  related 
activites  such  as  beneficiary  eligibility,  provider  certification,  quality 
control,  and  other  management  operations  are  performed,  in  varying  degrees, 

with  varying  standardization  by: 

Federal  government  for  Medicare  and  CHAMPUS 

- Medicare  contractors  (fiscal  intermediaries  and  carriers) 

CHAMPUS  contractors  (fiscal  intermediaries) 

States  for  Medicaid  (fiscal  agents) 

EDP  sub-contractors  for  all  of  the  above. 

• States  were  asked,  as  part  of  the  Medicaid  questionnaire,  who  they  believed 
would  be  responsible  for  NHI  data  processing  and  who  they  would  like  to  see 
responsible.  Their  responses  are  tabulated  in  Exhibit  VI-3. 

While  most  states  would  like  to  have  NHI  data  processing  under  their 
own  individual  control  - as  with  Medicaid  - their  expectations  lean  toward 
federal  or  fiscal  intermediary  control. 
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EXHIBIT  VI-3 


17  STATES'  OPINIONS  ON  CONTROL  OF  EDP  FOR  NHI 


NUMBER  OF  RESPONSES 

CONTROLLING  ORGANIZATIONS 

WOULD  LIKE  TO  HAVE 
EDP  CONTROL  BY; 

EXPECT  TO  HAVE  EDP 
CONTROL  BY: 

FEDERAL  GOVERNMENT 

- 

4 

REGIONAL,  CONTROLLED 

BY  STATE  GOVERNMENTS 

2 

1 

STATES 

11 

3 

j FISCAL  AGENT/ INTERMEDIARY 

2 

5 

OTHER: 

1 

- 

FEDERAL,  STATE  AND  FISCAL 

INTERMEDIARIES 

- 

1 

FEDERAL  AND  STATES 

- 

2 

STATES  AND  FISCAL 

INTERMEDIARIES 

1 

- 

FEDERAL  AND  FISCAL 

INTERMEDIARIES 

1 
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input’s  expectations  are  that  the  Carter  administration  will  first 
try  to  clean  up  the  problems  being  so  loudly  discussed  in  the  media  about 
Medicaid  administration  before  making  any  final  decision  regarding  EDP 
management  for  the  NHI  program  of  the  future. 

E.  HOW  IT’S  DONE  IN  CALIFORNIA 

• California  ranks  near,  or  at  the  top  of  the  list,  for  claims  processed 
in  Medicare,  Medicaid  (Medi-Cal  in  the  state)  and  CHAMPUS.  Blue  Cross,  Blue 
Shield,  and  EDS  have  a virtual  monopoly  on  claims  processing  and  EDP  in  all 
programs.  The  details  on  numbers  of  claims  can  be  found  in  Exhibit  VI-4. 

• While  the  handling  of  Medicare  and  CHAMPUS  is  straightforward,  Medi-Cal 
is  extremely  complex  and  being  a state  operation  is  unique. 

- CHAMPUS  has  recently  been  transferred  from  HAS  to  California 
Blue  Shield. 

• Medi-Cal  is  a $2.4  billion  operation,  with  California  providing  $943  million 
and  the  federal  government  the  balance.  California  could  get  more  from  the 
federal  government  because  its  data  processing  system  MMS,  although  not 
identical  to  the  federal  design  MMIS , is  approved  for  75%  federal  funding. 
California,  however,  chooses  not  to  go  along  with  the  requirement  of  mailing 
each  recipient  a statement  of  services  performed,  as  it  believes  this  to  be 

a violation  of  individual  privacy.  Others  in  the  family  might  open  the  mail 
and  see,  for  example,  that  one  family  member  had  an  abortion,  which  she  preferred 
to  keep  private.  The  issue  is  in  arbitration  between  California  and  the  U.S. 
However,  California  meanwhile  only  receives  50%  of  administrative  support. 
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EXHIBIT  VI-4 


CLAIMS  PROCESSED  IN  CALIFORNIA  - FY  1976 


CONTRACTOR 

NUMBER 

(M). 

% OF  U.S. 
TOTAL 

MEDICARE 

Part  A - Los  Angeles  (Blue  Cross) 

1.3  M 

Oakland  (Blue  Cross) 

1.0 

Aetna  Insurance 

0.2 

Travelers  Insurance 

0.1 

2.6 

Part  B - San  Francisco  (Blue  Shield) 

o 

00 

j TOTAL  California  Medicare 

10.6 

TOTAL  United  States 

122.3 

California  Share 

8.7% 

CHAMPUS  - Blue  Shield 

30.0% 

MEDI-CAL*  - MIO  (Blue  Cross,  Blue  Shield,  EDS) 

1.2 

and  California  Dental  Service 

System 

TOTAL  U.S. 

9.0  M 

California  Share 

13.3% 

^Medicare  data  are  in  terms  of  average  monthly  recipients,  rather  than  annual 
claim  numbers,  MIO  processes  35  to  40  million  claims  per  year. 
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The  three  line  items  which  appear  in  the  California  budget  for  Medi-Cal 


are 


Medical  care  and  services 
Fiscal  intermediaries  (MIO) 
County  administration 
TOTAL 


$855.3  M 
18.7  M 
69.3  M 
$943.3  M 


Y 

• The  actual  amount  paid  to  MIO  for  administration  is^^|^$^^illion,  out  of 
a total  $250  million  spent  for  internal  state  and  external  contractor  adminis- 


tration, 


• Of  the  $250  million  for  administration,  $21.2  million  (8%)  goes  for 
data  processing: 

$13  million  to  EDS  (30%  of  MIO  budget) 

$1.5  million  to  MIO  for  non-EDS  data  processing 
$6.7  million  for  internal  state  EDP  for  Medi-Cal,  of  which 
$47,222  goes  to  the  dental  intermediary,  California  Dental  Service 
System. 

• The  state's  internal  EDP  expenditures  are: 


— 

Medi-Cal  miscellaneous  reports 

$0.8  M 

- 

Fiscal  intermediary  relations 

0.1 

- 

Medi-Cal  benefits  projects 

0.3 

- 

Eligibility  programs 

5.4 

- 

Other 

0.1 

TOTAL 

$6.7  M 
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• California  expects  its  Medi-Cal  administrative  budget  to  increase 

from  $43  million  to  million  by  1982. 

• Medi-Cal  implementation  is  currently  performed  as  shown  in  Exhibit 
Vl-5. 

• As  a result  of  its  frustration  over  its  inability  to  validate  and 
control  cost  of  data  processing,  California  ordered  an  audit  of  EDSF's 
operations  in  regard  to  MIO’s  administrative  contract.  As  a result  of 
the  audit,  performed  by  Arthur  Andersen,  and  released  in  January  1977, 
the  Department  of  Benefit  Payments,  California  Health  and  Welfare  Agency 
recommended,  "that  the  State  expedite  its  current  efforts  to  find  a more 
economical  means  of  procuring  these  services  and  that  in  the  interim,  the 
state  direct  the  prime  contractor  to  commence  immediate  negotiations  with  EDSF 
to  reduce  the  costs  of  the  present  contract." 

• The  State  of  California  gave  formal  notice  to  MIO  in  December  1975 
that  the  State  intended  to  terminate  its  present  contract,  which  has  existed 
unchanged  since  its  inception  in  February  1966. 

• The  audit  revealed  that  on  an  adjusted  basis,  EDSF  was  earning  twice 
the  profit  after  tax  on  Medi-Cal  processing  (20.1%)  as  on  non  Medi-Cal  pro- 
cessing (10.0%),  based  on  1976  revenues. 

• The  contract  with  MIO  is  now  on  a month-to-month  basis,  as  is  MIO’s 

subcontract  with  EDS  for  data  processing.  A new,  unified  state  procurement 

RFQ  for  Medi-Cal  is  just  getting  under  way  and  should  be  out  for  bid  this 

year.  It  will  be  announced  in  Commerce  Business  Daily  in  no  less  than  4 

months  and  should  be  effected  in  about  18  months. 
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EXHIBIT  VI-5 


CALIFORNIA’S  IMPLEMENTATION  OF  MEDICAID  (MEDI-CAL) 


APPLICATION 

MODE 

COMMENTS 

MANUAL 

BATCH 

ON-LINE 

INQUIRY 

ON-LINE 
FILE  UPDATE 

BENEFICIARY  ELIGIBILITY 

X 

by  Counties 

PROVIDER  ENROLLMENT 

X 

by  State  and 
Intermediary 

PROVIDER  ELIGIBILITY 

X 

by  State  and 
Intermediary 

^CLAIMS  ENTRY 

X 

EDS  does  key 
to  tape 

CLAIMS  PROCESSING 

X 

by  EDS 

MANAGEMENT  REPORTING 

X 

UTILIZATION  REVIEW 

X 

by  Providers 

PSRO  SUPPORT 

None,  unless 
requested 

^California  is  testing  the  feasibility  of  magnetic  tape  input  from  hospitals 
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VII.  EDP  REVENUES.  EXPENDITURES. 
AND  APPLICATIONS 


INPUT 


VII 


EDP  REVENUES,  EXPENDITURES,  AND  APPLICATIONS 


A.  EDP  REVENUES  AND  EXPENDITURES 

• EDP  revenues  and  expenditures  combined  represent  the  total  amount  spent 
for  data  processing  of  Medicare,  Medicaid,  and  CHAMPUS  insurance  claims,  and 


related 

administration  and  management. 

Revenues  are  received  by  EDP  vendors. 

— 

Expenditures  are  in-house  costs  of  program  administration  by  the 

states  and  are  in  addition  to  amounts  paid  to  contractors  and  sub- 
contractors . 


• In 

1976,  the  total  amount  spent  for  government  insurance  EDP  was  $412 

million, 

x'l 

, The  amount  spent  in  1980  will  be  a function  of  the  timing  and  the  ' 

form  of 

National  Health  Insurance.  Thus,  1980  EDP  will  range  between  $667 

million 

and  $1.2  billion,  as  shown  in  Exhibit  VII-1. 

— 

The  data  for  Medicare  is  quite  precise  and  is  derived  from 

federal  reports. 

The  data  for  Medicaid  is  uncertain,  as  the  interview  responses 
from  the  states  were  incomplete. 

The  data  for  CHAMPUS  is  based  on  applying  known  Medicare  ratios  of 
EDP  to  total  program  costs,  as  CHAMPUS  has  been  reluctant  to  release  data. 
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EXHIBIT  VII-1 


EXPENDITURES  AND  REVENUES  FOR  DATA  PROCESSING  IN 
FEDERALLY  FUNDED  HEALTH  INSURANCE 
($  MILLION  ) 


1 

1 

ITEM 

1976 

NHI 

SCENARIO  I 
1980  (1) 

NHI 

SCENARIO  II 
1980  (2) 

la. 

MEDICARE  CONTRACTORS 

PART  A 

$ 28 

$ 50 

$ 15 

PART  B 

78 

130 

35 

SUB-TOTAL 

106 

180 

50 

lb. 

MEDICARE  SUB-CONTRACTORS 

34 

75 

10 

TOTAL  MEDICARE 

140 

255 

M 

2. 

CHAMPUS 

11 

11 

3a. 

STATE  AND  LOCAL  GOVERNMENT 
IN-HOUSE  EXPENDITURES  - 
MEDICAID 

100 

125 

15 

MEDICAID  CONTRACTORS  AND 
SUB-CONTRACTORS 

144 

175 

25 

TOTAL  MEDICAID 

2 44 

300 

ilO 

4. 

NATIONAL  HEALTH  INSURANCE 

e 

50 

$ 1,000 

5. 

OTHER 

100 

TOTAL  EDP 

$412  M 

$667  M 

$1,212  M 
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- Dollar  figures  in  "OTHER"  include  software  and  systems  design  and 
development  and  dollars  spent  by  providers  (physicians,  hospitals)  in 
preparing  data  for  claims  submission.  This  latter  work  is  usually 
accomplished  as  part  of  the  patient  accounting  routinely  done  by  the 
providers.  Leaders  in  patient  accounting  are  MCAUTO,  Shared  Medical 
Systems,  and  Hospital  Management  Systems.  Numerous  banks  and  batch 
services  bureaus  catering  to  hospitals,  physicians,  pharmacists,  etc. 
also  perform  these  functions. 

Federal  administrative  expenditures  for  EDP  are  excluded. 

• Exhibit  VII-2  shows  an  estimated  distribution  of  the  $292  million  paid 
to  commercial  companies  for  EDP  related  to  Medicare,  Medicaid,  and  CHAMPUS . 

The  data  for  EDS  and  other  commercial  EDP  companies  is  precise  for 
Medicare  (See  Exhibit  VII-4) . Other  data  are  estimated. 

- Note  that  Blue  Cross/Blue  Shield  and  EDS  account  for  two-thirds 
of  the  total  EDP  revenues. 

The  U.S.  Government  has  expressed  some  concern  over  the  somewhat 
de  facto  monopoly  EDS  has  in  this  business. 

B.  EDP  REVENUES  FOR  MEDICARE 

• In  FY  1976,  the  federal  government  paid  $106  million  to  its  Medicare 
contractors  for  EDP  related  to  claims  processing  of  Part  A and  Part  B. 

This  is  in  addition  to  the  $34  million  which  was  paid  by  the  contractors  to 
EDP  sub-contractors,  representing  a total  of  $140  million. 
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EXHIBIT  VII-2 


ESTIMATED  COMMERCIAL  EDP  REVENUES 
FROM  GOVERNMENT  HEALTH  INSURANCE  PROGRAMS 

FY  1976 
($  MILLION) 


MEDICARE 

MEDICAID 

CHAMPUS 

TOTAL 

BLUE  CROSS/BLUE  SHIELD 

$ 85M 

$ 35M 

$1M 

$121M 

COMMERCIAL  INSURANCE  COMPANIES 

21 

22 

1 

44 

ELECTRONIC  DATA  SYSTEMS 

29 

37 

4 

70 

OTHER  COMMERCIAL  EDP 
SERVICES  COMPANIES 

5 

50 

2 

57 

TOTAL 

$140M 

$144M 

00 

</> 

$292M 
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- Exhibit  VII-3a  and  3b  show  the  breakdown  of  these  amounts  by 
contractor  for  Data  Entry,  Computer  Usage,  and  EDP  Systems  and  Programming 
for  Parts  A and  B,  respectively. 

- Where  a city  and  state  are  shown,  rather  than  the  name  of  the  sub- 
contractor, the  sub-contractor  is  the  Blue  Cross  or  Blue  Shield  plan  in 
the  city  and  can  be  specifically  determined  by  referring  to  Appendix  III. 

- The  tabulations  segregate  the  sub-contracting  city  and  state  by  the 
type  of  data  processing  system  used  (Model  Systems  and  others) , as  des- 
cribed earlier. 

Note  that  not  all  contractors  using  the  EDS  system  for  Part  B use 
EDS  as  a sub-contractor.  In  particular.  New  York,  New  York;  Dallas, 

Texas;  Camp  Hill,  Pennsylvania;  and  Topeka,  Kansas  use  the  EDS  system 
but  do  not  sub-contract  to  EDS. 

C.  MEDICARE  SUB-CONTRACTS 

• The  sub-contracts  for  EDP  for  Medicare  total  $34.4  million.  Exhibits  VII-4a  and 
delineate  the  amount  of  dollars  paid  to  each  sub-contractor  for  FY  1976. 

The  distribution  between  Part  A and  Part  B is  not  known  at  this  time. 

D.  MEDICAID  SUB-CONTRACTS 


• Medicaid  information  is  difficult  to  get.  Some  states  have  reported  the 
names  of  their  fiscal  agents,  as  well  as  outside  EDP  contractors.  In  a few 
cases,  the  amounts  paid  to  the  EDP  sub-contractor  are  given — but  rarely. 
Exhibit  VII-5  tabulates  the  information  we  have  been  able  to  develop. 
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EDP  PAYtlENTS  TO  MEDICARE  PART  A CONTRACTORS,  FY  1976 
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Systems  and  Programming.  Includes  the  cost  of  systems  maintenance  and  development. 


EDP  PAYMENTS  TO  MEDICARE  PART  A CONTRACTORS,  FY  1976 
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Using  MCAUTO  on-line  version  of  Model  B.  System 


vD 


Pm 


T3 


C 

O 

CJ 


c/0 

Qi 

O 

H 

O 


H 

Z 

O 

O 


PQ 


XI  H 

ro  pp; 

I < 

M PL. 


> 

H 

M 

PP 

M 

PE 

X 

W 


W 
pp; 
<: 
CJ 
I— I 


o 


o 

H 


c/0 

H 

is 


<1 

Ph 


pL, 

Q 

W 


Cfl 

0) 

CO 

CJ 

Pi 

}-l 

o 

0 

H 

o 

CJ 

0) 

CU 

pi 

p 

a 

H 

(E 

IS 

c/3 

M 

O 

E 

CJ 

CU 

r\ 

P 

cd 

P 

cn 

4-1 

CO 

kO 

cd 

CO 

O 

P 

P 

/'-“N 

■JC 

w 

o 

CO 

CO 

CO 

Cdv 

o 

-<t- 

LO 

lO 

LO 

rH 

o 

C7N 

LO 

CM 

O 

vD 

rH 

CO 

o 

CO 

CO 

vD 

CM 

p 

p 

o 

m 

<d" 

CdV 

1^ 

cn 

VD 

'T 

lO 

CN 

CM 

CM 

o 

<! 

<o- 

H 

CN 

O 

CN 

H 

<o- 

CTt 

O'] 

P 

IT) 

o 

rH 

CO 

I — 1 

CO 

Cdv 

<• 

1 1 

00 

g 

</> 

>w^ 

VO 

lO 

CdN 

ON 

CO 

C3V 

Cdv 

LO 

O 

vO 

CO 

OV 

CM 

vD 

H 

■CO- 

rH 

I 1 

CM 

H 

M 

2 

P3 

p 

m 

'T 

<t 

CM 

vO 

O- 

vD 

o 

o 

CO 

CO 

LO 

•jc 

OV 

Q 

P 

■CO- 

! — ! 

1 — 1 

1 1 

f — 1 

rH 

1 — 1 

I 1 

I 1 

1 — 1 

I — 1 

CD 

o 

t — 1 

O 

pc! 

W 

• 

pel 

Pm 

■CO- 

■CO- 

CO 

CO 

H 

Pi 

CO 

w 

w 

CJ) 

<! 

o 

H 

o 

vO 

vO 

CO 

CM 

LO 

•<f 

Cdv 

C7N 

<t 

CM 

1 1 

I — 

CJ 

P 

6:1 

O 

-CO- 

CO 

CO 

CN 

CM 

CM 

CO 

OO 

vD 

CO 

vD 

CM 

CM 

CN 

pL. 

p 

CO 

P 

</> 

rH 

■CO- 

w 

CJ 

<: 

P 

N 

CM 

-<r 

vD 

O 

Ov 

CT\ 

CdN 

CO 

CM 

CO 

1 1 

CdV 

CNJ 

•3< 

00 

H 

■CO- 

O 

o 

UO 

lO 

CO 

m 

CO 

1 1 

O 

CM 

CO 

o 

O 

< — 

<3 

Q 

H 

!2: 

Nw' 

1 — 1 

w 

CO- 

CO- 

p 

"o? 

CO 

w 

p 

hJ 
, 1 

C/D 

CO 

P 

o 

CNJ 

a^ 

1 — ! 

CO 

Ov 

LO 

vD 

P 

<r 

CM 

vD 

p 

t— 1 

w 

CJ 

CO 

p 

1—i 

'cr 

o 

lO 

(dv 

CO 

00 

LO 

lO 

CO 

00 

P 

Ov 

CO 

ov 

CO 

CT\ 

1 — 1 

CO 

vD 

LO 

•<r 

CN 

1 1 

LO 

o 

p 

p 

o 

p 

H 

32, 

•u 

SE 

O 

O 

Q 

p 

P 

O 

CJ 

S 

PM 

CO 

p 

p 

M 

o 

O 

y 

o 

P 

p 

#v 

p 

H 

S 

#s 

>-| 

CO 

o 

< 

CO 

o 

o 

w 

rs 

p 

ys 

/-N 

H 

p 

p 

H 

w 

O 

P 

P 

M 

> 

M 

M 

rv 

P 

[H 

H 

O 

p 

p 

P 

CO 

p 

H 

o 

o 

c 

p 

P 

P 

< 

w 

o 

pD 

P 

C 

c 

H 

o 

CJ 



'w' 



M 

X 

2 

P 

CN 

P 

CO 

s 

P 

CO 

P 

p 

p 

r> 

O 

h-l 

M 

<C 

< 

< 

C 

p 

o 

X 

p 

CJ 

p 

H 

P 

P 

CO 

p 

P 

o 

o 

P 

<! 

w 

P 

CO 

H 

p 

P 

p 

H 

M 

oi 

O 

P 

p 

<1 

C 

W 

<1 

o 

M 

P 

c 

1— 1 

O 

O 

P 

P 

<d 

o 

s 

§ 

P 

CO 

H 

2 



I 

M 

M 

> 


rO 

•H 

JE 

Pij 

C 

•H 

CU 

CO 

o 

JE 

4-1 

4-J 

c c 

CJ  cd 

e PE 

CL  4-J 

o 

1 — I 4-J  Vj 

0)  C qj 

> 0)  ;3 

CU  E o 

'Td  CL  tH 

o 

dd  .H  4-1 

CE  CD  Cd 
nj  > PE 
<u  15 
CU  T3  (U 

a E 

C X)  o 
cd  c CO 
(E  cd 
CU  OJ 


4-L 

03 

Sl 

lE 

CJ 

Cd 

•H 

lE 

td 

cd 

p 

E 

c 

03 

p 

C/) 

p 

•H 

E 

c 

p 

(U 

•H 

X 

4-1 

CO 

3 

U3 

E 

X 

CO 

w 

CO 

•H 

E 

P 

p 

CU 

P 

o 

p 

CO 

3 

p 

X 

•H 

w 

CO 

o 

CO 

o 

p 

I — 1 

o 

3 

CU 

P 

p 

p 

O 

p 

CO 

P 

o 

w 

CJ 

3 

03 

P 

P 

CU 

P 

3 

p 

1 — 1 

p 

r. 

CJ 

00 

(E 

CO 

3 

M 

CU 

'H 

p 

CO 

3 

CO 

• 

p 

•H 

00 

CJ 

E 

c 

3 

•H 

•H 

3 

E 

U 

E 

CO 

3 

Cd 

S-i 

)-i 

3 

3 

00 

CO 

P 

o 

D 

3 

P 

p 

CO 

E 

3 

p 

3 

E 

p 

o 

Cd 

CO 

3 

>, 

CO 

CO 

3 

E 

CJ3 

CU 

rp 

p 

3 

3 

CO 

P 

3 

X 

O 

3 

CO 

2 

P 

CM  -K 


74 


INPUT 


EDP  PAYMENTS  TO  MEDICARE  PART  B CONTRACTORS,  FY  1976 


C/5 

O 

H 

U 

S 

H 

2 

O 

O 

PQ 

:=) 

cn 


PL, 

O 

w o 
o 
i-J  o 

<i  </> 
H 
O 
H 


' 

-X 

ro 

o 

vO 

CJN 

cn 

LT) 

00 

ro 

CN 

1~~{ 

CD 

CN 

00 

00 

o^ 

00 

00 

ON 

cn 

o 

CD 

00 

rH 

00 

<PC 

m 

ro 

m 

CN 

ro 

<!■ 

<r 

1 — 1 

ro 

O 

un 

m 

CO 

1 — 1 

#v 

r< 

1 — 1 

CN 

fO 

CN 

CN 

1 — 1 

f 1 

<j> 

<J> 

-CO- 

00 

CO 

00 

o\ 

o 

o 

o 

o 

o 

•<r 

m 

CO 

on 

vD 

m 

o 

CD 

m 

00 

VO 

1 — 1 

Ocl 

O' 

CN 

m 

00 

• 

• 

« 

• 

• 

1 — 1 

rH 

I — 1 

I — 1 

rH 

I — 1 

<o- 

■CO- 

-CO- 

m 

1 — ! 

CN 

CD 

o 

00 

o 

CO 

•5C 

CN 

m 

on 

I — 1 

rH 

CN 

1 — 1 

I 1 

1 — 1 

O 

! 1 

1 — 1 

1 — 1 

o 

on 

o 

on 

• 

• 

• 

• 

• 

• 

<j> 

-CO- 

-CO- 

o^ 

ro 

00 

CN 

CN 

LO 

on 

CN 

00 

1 — 1 

cD 

CO 

CN 

CO 

ro 

CN 

CD 

CD 

! 1 

CN 

CTi 

1 — I 

• 

• 

• 

• 

t 1 

<J> 

<J> 

-CO- 

00 

CSl 

CO 

1 — 1 

00 

O 

<r 

CD 

•X 

CN 

( — 1 

1 — 1 

rH 

1 — 1 

I — 1 

o 

ro 

o 

CD 

m 

'd- 

LO 

on 

o 

• 

• 

• 

• 

-CO- 

CO- 

CO 

1 — i 

O 

00 

a^ 

ON 

00 

00 

Oc 

OvJ 

cD 

m 

CTN 

m 

<!■ 

o^ 

00 

-O' 

CD 

LT| 

<r 

on 

o 

00 

on 

on 

CD 

CO 

00 

CN 

00 

o 

cn 

o 

00 

CN 

C7C 

(N 

on 

CN 

Osl 

r\ 

1 — I 

CN 

I — 1 

1 1 

H 

CO 

PD 

hJ 

• 

Pm 

Pi! 

PS 

M 

p-l 

• 

pH 

Pi 

Co 

CO 

H 

o 

pa 

ps 

• 

M 

Pd 

pa 

hJ 

M 

c 

M 

CP 

M 

U 

W 

!2: 

#N 

o 

i-a 

s 

^a 

H 

:s 

H 

a 

ca 

M 

C 

M 

•c 

S 

pa 

2 

rs 

pa 

XI 

PS 

> 

9\ 

H 

na 

rc 

pa 

Q 

H 

p 

pa 

!Z 

H 

!Z 

o 

2 

< 

r> 

_ Q 

2 

CO 

CO 

PC 

o 

M 

pa 

• 

PM 

O 

o 

< 

* 

M 

o 

pa 

H 

CO 

O 

Q 

PP 

o 

CO 

•n 

pd 

s 

> 

o 

PC 

hC 

o 

pS 

M 

• 

PS 

M 

C 

pa 

H 

U 

o 

o 

<! 

CJ 

H 

CJ 

pS 

H 

Q 

2: 

^-a 

i-a 

»-a 

Q 

oa 

o 

o 

H 

hC 

<1 

pa 

CJ 

• 

pa 

C 

pa 

< 

CO 

Pn 

u 

cc 

O 

hC 

*-) 

Q 

O 

PS 

S 

CO 

o 

Pd 

CO 

< 

H 

<1 

Pi! 

W 

P4 


W 

H 

C/D 

O 

U 

cu 

o 

w 


hJ 

<1 

ge 

EH 


P-,  t-l 

Q Ph  -V> 
pa  ^ 
ta 

CO 


<o- 


g'-' 

pa 


Pi! 

O 

H 

U 

S 

H 

O 

U 


75 


INPUT 


Systems  and  Programming.  Includes  the  cost  ASDC  - Applied  System  Development,  Corp ., Providence  R 

of  systems  maintenance  and  development  **  RRB  - Railroad  Retirement  Board 

Model  Systems  users  includes  the  cost  of  * Because  some  data  are  missing,  the  totals  in  this 

systems  maintenance  and  development  exhibit  are  somewhat  lower  than  those  in  Exhibit  VII- 


EDP  PAYMENTS  TO  MEDICARE  CONTRACTORS,  FY  1976 


zn 

Pi 

o 

H 

H 

IS 

O 

U 

PQ 

:=> 

C/D 


P-i 

o ^ 
w o 
o 
o 
<3  <r> 
H 
O 
H 


vD 

m 


■co- 


1 — I 
CN 

IT) 

I — I 
</> 


o 

00 

m 

•o> 


►-I 

<3  ^ 
£-1  ■(/> 
o 


■co- 


vD 


<N 

00 


<o- 


co 

H 

CO 

o 

O 

P-. 

P 

W 


Pm 

Q P-t  -co- 

pa 

<-a 

CO 


ro 

ro 


ro 


•co- 


co 

o 


-co- 


W 

O ^ 
<3  -co- 
co 
P 


00 


<o- 


CN 

•<r 


•co- 


m 


H S <o- 
<1  g 

O g 


o^ 


co- 


CNl 


<o- 


■co- 


Q 
CO  w 
i-J  CO 
P CO 
M W 
pq  O 

O 

ca 

Pm 


CN 


CD 

ro 

CNI 

o 

CN 


Oc 

(Jc 

CO 

CN 

C3C 


Pi 

O 

H 

O 

H 

S 

O 

c_) 


Pi 

w 

p 

H 

O 

P 

P 

< 


W 

Q 


S 

O 

H 

CJ 

s 

M 

s 

hJ 


PM 

P 

o 

Pi 

o 

or 

4-) 

-d" 

<3 

H 

O 

H 


<3 

H 

O 

H 


76 


INPUT 


Systems  and  Programming.  Includes  the  cost  of  systems  maintenance  and  development 
Model  Systems  users  includes  the  cost  of  systems  maintenance  and  development 


EXHIBIT  VII-4a 


EDP  SUB-CONTRACT  PAYMENTS 
FROM  MEDICARE  CONTRACTORS  - FY  1976 


j — 

CONTRACTOR 

? 

SUB-CONTRACTOR 

AMOUNT 

($MILLION) 

ARKANSAS 

EDSF 

$ 1.3M 

BUFFALO,  NY 

EDSF 

0.7 

CALIFORNIA 

EDSF 

6 . 4 

CONNECTICUT  GENERAL 

MCAUTO* 

1.1 

ILLINOIS  MEDICAL  SERVICES 

MDCC 

0.8 

INDIANA 

EDSF 

1.9 

IOWA 

EDSF 

1.2 

KANSAS  CITY 

SRI 

0.4 

MASSACHUSETTS 

EDSF 

3.6 

MILWAUKEE  SURGICAL  CARE 

MDCC 

0.4 

MINNESOTA 

EDSF 

00 

o 

NATIONWIDE  INSURANCE 

EDSF 

4.0 

NEW  YORK  CITY 

EDSF 

6.9 

NORTH  DAKOTA 

MDCC 

0.2 

PENNSYLVANIA 

EDSF 

0.5 

PUERTO  RICO 

EDS  International 

0.5 

SOUTH  DAKOTA 

Data,  Inc. 

0.2 

TEXAS 

EDSF 

1.5 

UTAH 

SRI 

0.1 

WASHINGTON  PHYSICIANS  SVC. 

SRI 

0.1 

OCCIDENTAL  INSURANCE 

Occidental  Insurance 

00 
1 — 1 

TOTAL 

$34. 4M 

^replaced  by  OSI 

EDSF  = Electronic  Data  Systems  Federal  Division 
SRI  = Systems  Resources , Inc . 

MDCC  = Management  Data  Communications  Corp. 
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EXHIBIT  VII-4b 


EDP  SUB- CONTRACT  PAYMENTS 
FROM  MEDICARE  CONTRACTORS  - FY  1976 

(SUMMARY  BY  SUB-CONTRACTOR) 


VENDOR 

($  MILLION) 

% 

DATA,  INC. 

$ 0.2M 

1% 

EDS 

29.3 

85 

MCAUTO 

1.1 

3 

MDCC 

1.4 

4 

OCCIDENTAL 

1.8 

5 

SRI 

. 6 

2 

TOTAL 

$34. 4M 

100% 
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EXHIBIT  VII-5 

MEDICAID  EDP  SUB-CONTRACTS  - FY  1976 


STATE 

CONTRAGTOR  OR  EDP  SUB-GONTRACTOR 

PAYMENTS 

($000) 

ALABAMA 

*EDS 

ALASKA 

EDS 

8 

ARIZONA 

*TCC 

ARKANSAS 

HAS 

CALIFORNIA 

EDS 

13,000 

CONNECTICUT 

OSI 

FLORIDA 

HAS  (drugs) 
EDP  Services 

20 

KENTUCKY 

Turnkey  Systems,  Inc. 
Gonsultec 

Cybernetics  & Systems,  Inc, 

MMIS  Development 
Joint  Venture 

MAINE 

HAS  (drugs) 

MASSACHUSETTS 

HAS  (drugs) 

MISSISSIPPI 

Consultec 

MONTANA 

*Dikewood  Corporation 

600 

NEBRASKA 

Tymshare 

10 

UCC  (Software  Packages) 

42 

NEW  HAMPSHIRE 

Turnkey  Systems,  Inc. 
Delphi  Associates 

NEW  MEXICO 

*Dikewood  Industries 

NEW  YORK 

Touche  Ross 

PRC  Information  Sciences 

NORTH  CAROLINA 

HAS/PAID  Prescriptions 
*EDS 

OREGON 

Control  Analysis  Corp.  (SRS) 

Contract 

PENNSYLVANIA 

EDS 

HAS  (drugs) 

TEXAS 

*EDS 

VIRGINIA 

*TCC 

WASHINGTON 

EDS 

*AIso  Fiscal  Agent  EDS  = Electronic  Data  Systems 

HAS  = Health  Applications  Systems 
OS I = Optimum  Systems,  Inc. 

TCC  = The  Computer  Company 
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E.  CLAIMS  PROCESSING  APPLICATIONS 


• Every  insurance  program  has  some  common  steps  involved  in  the  validation 
of  claims  to  be  paid.  The  person(s)  and  facilities  offering  health  goods  and 
services,  the  insured  person,  and  the  insured’s  beneficiaries  need  to  be 
validated,  as  well  as  the  products  and  services  actually  provided  and  the 
prices  charged  for  them. 

• Exhibit  VII-6  tabulates  a series  of  applications  and  the  method  in  which 
each  application  is  handled.  The  questionnaires  were  completed  by  state 
agencies,  and  thus  are  most  representative  of  Medicaid. 

PSROs  (Professional  Services  Review  Organization)  are  medical 
groups  which  self-check  the  medical  profession  for  quality  of  care  and 
reasonable  cost.  They  are  regional.  There  are  22  in  California. 

• Note  the  preponderance  of  manual  and  batch  operations,  yielding  greater 
opportunities  for  FM  and  computer  systems  compared  with  computer  services. 

However,  the  use  of  RCS  (remote  computing  services)  is  increasing.  One  example  is  the 
service  provided  by  Systems  Resources,  Inc. to  Kansas  City  Blue  Cross/Blue  Shield. 

• Another  application  is  the  preparation  of  claims  on  behalf  of  the  providers. 
Most  hospitals,  for  example,  spend  a minimum  of  $1  per  patient  per  day  in  the 
hospital  for  patient  accounting.  With  elaborate  in-hospital  computing  systems, 
this  could  go  as  high  as  $8  per  patient  per  day.  Some  services  providers  and 
some  in-house  systems  will  prepare  a Medicare  Part  A form  at  the  same  time  as 
the  patient’s  statement  is  prepared.  Nursing  homes  may  regularly  perform  this 
task  at  the  end  of  each  month. 
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EXHIBIT  VII-6 


NUMBER  OF  RESPONSES  TO  MODE  OF  IMPLEMENTATION  OF  MEDICAID  APPLICATIONS 


MODE  OF  SERVICE 
(NUMBER  RESPONDING) 

APPLICATION 

MANUAL 

BATCH 

ON-LINE 

INQUIRY 

ON-LINE 

FILE 

UPDATE 

COMMENTS 

BENEFICIARY  ELIGIBILITY 

3 

12 

6 

1 

1 on-line  inquiry 
planned 

1 on-line  file  update 
planned 

PROVIDER  ENROLLMENT 

5 

10 

3 

3 

PROVIDER  ELIGIBILITY 

3 

10 

4 

2 

CLAIMS  ENTRY 

4 

11 

3. 

4 

3 on-line  file  up- 
date systems  use 
direct  tape  to  tape 
transfer  of  data 

CLAIMS  PROCESSING 

2 

14 

2 

1 

MANAGEMENT  REPORTING 

1 

16 

2 

0 

UTILIZATION  REVIEW 

3 

12 

1 

0 

2 on-line  inquiries 
planned 

PSRO  SUPPORT 

2 

4 

9 

0 

Note  1:  Responses  are  tabulated  from  20  states  and  the  Virgin  Islands. 

Note  2;  In  many  cases,  more  than  one  column  has  been  checked  for  one  application. 
Note  3:  Some  states  do  not  perform  one  or  more  of  these  functions  at  all. 

81 


INPUT 


Part  B forms  are  rarely  done  other  than  manually  because  the 
volume  is  generally  too  small  for  a physician  to  consider  EDP . 

- Medicaid  forms  are  nearly  always  done  manually,  due  to  the  diverse 
regional  variations. 
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VIII.  THE  COMPETITIVE  ENVIRONMENT 


INPUT 


VIII  THE  COMPETITIVE  ENVIRONMENT 


A.  INTRODUCTION 

• The  major  opportunity  for  large  company  services  vendors  today  is  to 
become  an  alternative  to  EDSF.  Due  to  EDS's  new  posture  of  bidding  total 
fiscal  intermediary  contracts  in  competition  to  the  Blues,  a vacuum  exists 
for  an  EDP  partner  for  the  Blues. 

Considerable  experience  will  be  required  in  Medicare  and  Medicaid 
processing. 

• A major  opportunity  for  attaining  such  a position  and  for  acquiring  ex- 
perience in  this  field  will  be  to  bid  on  the  forthcoming  REP  from  California. 

• Opportunities  will  exist  for  all  sizes  of  EDP  vendors  in  the  development 
and  implementation  of  NHI.  Again,  experience  in  the  field  of  health  insurance 
will  be  important  to  establish  credentials  with  the  federal  government.  Parti- 
cipation in  study  projects,  software  development,  minis  development  and  instal- 
lation, and  data  processing  subcontracting  are  some  ways  of  getting  the  neces- 
sary exposure. 

• Acquisition  of  smaller  firms  currently  operating  in  this  business  area, 
as  well  as  joint  ventures  for  development  work,  also  offer  opportunities  for 
quickly  gaining  access  to  knowledge  and  experience. 
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• NHI  will  vastly  increase  the  demand  for  data  processing  throughout  the 
U.  S.,  and  now  is  the  time  to  decide  on  whether  or  not  to  participate. 


B.  DATA  PROCESSING  VENDORS 

1.  ELECTRONIC  DATA  SYSTEMS  (EDS)  - DALLAS,  TEXAS 

• By  far  the  largest  and  most  important  company  doing  data  processing  for 
government- funded  insurance  programs  is  EDS  Federal,  a division  of  EDS.  Out 
of  total  company  revenues  of  $133  million  in  FY  1976,  60%,  or  $70  million, 
derives  from  data  processing  of  Medicare,  Medicaid,  and  CHAMPUS.  The  amount 
represents  46%  of  the  total  $292  million  commercial  EDP  revenues  for  this 
kind  of  work. 

In  California  alone,  EDS’  capture  of  all  three  programs,  under  con- 

tract  to  the  Blues,  yields  about  $20  million  per  year,  1/3  of  the  company’s 

A 

total  in  this  industry. 

• Medicare  $ 6 M 

• CHAMPUS  1 M 

• Medi-Cal  13  M 

TOTAL  $20  M 

• Most  of  EDS’  contracts  are  FM  contracts  for  data  processing.  Lately, 
however,  EDS’  marketing  position  has  been  changing,  and  it  is  bidding 
against  the  Blues  to  act  as  total  fiscal  intermediary  and  fiscal  agent  . 

- This  will  provide  an  opportunity  for  another  computer  services 
vendor  to  join  with  the  Blues  and  bid  against  EDS. 
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EDS  is  one  of  4 certified  data  systems  processors  in  Medicaid.  The 


other  three  are: 

MCAUTO 

Management  Data  Communications  Company 
Optimum  Systems,  Incorporated 


• A detailed  listing  of  EDS’  Medicare,  Medicaid,  and  CHAMPUS  contracts 
initiated  in  1975  and  1976  is  given  in  Exhibit  VIII-1. 


• EDS  has  some  54  computers  in  operation  and  employs  nearly  4,000  people 
in  its  computer  services  activities. 


- Ml  jk{(fhu  ? 


2.  CONSULTEC  - ATLANTA,  GEORGIA 


• A closely  held  private  company,  Consultec  revenues  are  approximately 
$1  million  per  year.  Its  staff  of  40  professionals  is  mainly  in  software 
development,  with  experience  in  public  and  private  insurance. 

• Consultec  is  involved  in  a joint  venture  with  Cybernetics  and  Systems, 
Inc.  (Louisville,  Kentucky)  to  develop  a Medicaid  MMIS  system  for  that  state. 


3.  CONTROL  ANALYSIS  CORPORATION  - PALO  ALTO,  CALIFORNIA 

• Control  Analysis  Corporation  is  a group  of  professionals  in  operations 
research,  systems  analysis,  management  science,  economics,  statistics,  and 
computer  science  engaging  in  studies,  analyses,  and  implementations  for 
federal  and  state  governments,  private  institutions,  and  industry.  The 
Corporation  has  undertaken  projects  of  both  a technical  and  implementation 
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EDS 'RECENT  CONTRACTS  FOR  MEDICARE,  MEDICAID,  AND  CHAMPUS 
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nature  in  a variety  of  areas  including  health  care  services,  energy  utilization, 
logistics  management,  transportation  systems,  manpower  and  resource  studies, 
and  research  and  development. 

• Health  care  projects  for  federal  and  state  agencies  have  included: 
cost-effectiveness  analyses  of  health  care  utilization  controls;  audits, 
evaluations,  and  comparisons  of  claims  processing  systems;  feasibility  studies 
for  claims  processing  implementations;  state  assessments  of  erroneous  pay- 
ments in  Medicaid;  development  of  Medicaid  performance  standards,  development 
of  performance  evaluation  methodology  for  comparing  Medicare  intermediaries 

and  carriers;  development  of  post-payment  utilization  control  and  audit  packages 
for  Medicaid  programs;  and  development  of  fictitious  claim  test  packages  for 
evaluating  states'  Medicaid  payment  systems. 

4.  CYBERNETICS  AND  SYSTEMS,  INCORPORATED  - LOUISVILLE,  KENTUCKY 

• This  company  is  a wholly  owned  subsidiary  of  Seaboard  Coastline 
Industries.  Its  main  business  is  data  processing  for  two  Seaboard  rail- 
road subsidiaries.  It  operates  2 data  centers  and  employs  about  250  data 
processing  professionals. 

- Louisville,  Kentucky  has  an  IBM  370/158 

Jacksonville,  Florida  has  an  IBM  370/158  and  370/165. 
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• It  is  in  a joint  venture  with  Consultec  (Atlanta,  Georgia),  under 
contract  to  the  State  of  Kentucky  to  develop  a Medicaid  MMIS  system.  The 
system  will  run  on  the  state’s  computer.  The  program  has  been  in  development 
for  one  and  one-half  years. 

• C&S  has  the  software  experience,  and  Consultec  has  the  Medicaid  experience. 

• Estimated  annual  revenues  are  $8  million. 

5.  HEALTH  APPLICATIONS  SYSTEMS  (HAS)  - BURLINGAME,  CALIFORNIA 

• HAS  is  a wholly  owned  subsidiary  of  Bergen  Brunswick.  Total  HAS  revenues 
for  1975  were  $36  million,  with  1,300  employees  engaged  in  computer  services. 

• HAS  provides  complete  administrative  and  data  processing  systems  to 
health  care  practitioners.  Services  include  FM,  claims  processing,  systems 
support,  inventory  control,  and  distribution  systems. 

• PAID  Prescriptions,  which  administers  prescription  drug  benefits  for 
several  states,  provides  a large  share  of  claims  processing  business  to  HAS. 

« Due  to  financial  problems  in  the  administration  of  North  Carolina’s 
Medicaid  program,  HAS  recently  suffered  the  loss  of  that  $405  million  fiscal 
agent  program,  which  should  have  run  through  June  30,  1977.  Twenty-five 
percent  of  that  amount  would  have  accrued  to  HAS  for  administration,  over  and 
above  the  amount  of  claims  paid. 

• HAS  recently  lost  the  CHAMPUS  5-state  administration  program  to  Blue 
Shield  of  California  and  Mutual  of  Omaha,  due  to  an  excess  claims  backlog. 
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• HAS  continues  to  operate  programs  throughout  the  U.S,: 

- Arkansas  - all  Medicaid,  including  MMIS  implementation 
Florida  - drug  program 

- Maine  - drug  program  and  MMIS 

- Massachusetts  - drug  and  dental  programs,  in  a joint  venture 
with  A.D.  Little 

- Pennsylvania  - drug  program. 

• As  a result  of  the  problems  in  North  Carolina  and  CHAMPUS,  HAS’ 

President,  Robert  Abrams,  formerly  with  Roche  Laboratories,  has  been  replaced 
by  Rod  Brady,  Acting  President,  who  is  also  the  Executive  Vice  President  of 
Bergen  Brunswick. 

• HAS  plans  to  continue  to  be  active  in  government  programs,  in  spite  of 
its  recent  set-backs  and  is  developing  an  improved  version  of  MMIS. 

6.  INFORMATICS  - WOODLAND  HILLS,  CALIFORNIA 

• Informatics  is  a wholly  owned  subsidiary  of  the  Equitable  Life  Assurance 
Society  of  the  U.S.,  with  computer  services  sales  in  1975  of  $39.4  million. 

• As  sub-contractor  to  Equitable,  it  began  Medicare  processing  for 
Tennessee  and  is  phasing  in  to  Idaho,  New  Mexico,  and  Tennessee.  EDP  revenues 
for  these  4 states  will  be  about  $1  million  per  year. 

• One  of  two  Informatics  370/158s  is  30^~40/o  dedicated  to  Medicare  operations 
and  operates  under  the  federal  government’s  Model  B system. 
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7. 


INFORMATION  MANAGEMENT  INTERNATIONAL  (IMI)  - SAN  JOSE,  CALIFORNIA 


• IMI  is  a 7 year  old  private  corporation  with  50  computer  services 
employees  and  revenues  of  about  $1.3  million  in  1976. 

• IMI’s  basic  products  are  accounting  software  and  systems,  primarily 
offered  to  the  banking  industry,  representing  60%  of  its  revenues.  It 

claims  unique  capabilities  in  accounting  services  to  the  hospital,  medical 
and  pharmaceutical  professions,  representing  25%  of  its  revenues. 

• IMI  offers  pharmacists  a batch  processing  system  for  generating  Medi-Cal 
claims  from  duplicates  of  prescription  labels  typed  by  the  pharmacy. 

• A PDS  Medi-Cal  system  especially  oriented  toward  pharmacists  who  service 
nursing  homes  is  also  offered. 

8.  OPTIMUM  SYSTEMS,  INC.  (OS I)  - SANTA  CLARA,  CALIFORNIA 


• OSI  markets  FM,  remote  computing  and  batch  services  to  federal  government 

agencies,  municipalities,  health  care  organizations,  banks,  insurance  companies, 
manufacturing  firms,  public  utilities,  and  national  sports  firms.  ! 

• A privately  held  company,  with  FY  1975  company  sales  of  $27  million,  all  ’ 

in  computer  services,  OSI  employs  just  over  1,000  people,  including  its  sub- 
sidiaries: EBS  Data  Processing,  Banking  Systems,  Inc.,  and  OSI  Leasing. 

• Insurance  and  health  care  revenues  in  FY  1976  were  $3  million. 
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OSI  offers  Medicaid  and  Medicare  claims  processing,  on-line.  One  of 


its  clients  is  Connecticut  General  Insurance. 

• OSI  recently  established  a PSRO  processing  center  in  Santa  Clara.  The 
main  PSRO  products  offered  are  Acute  Care  Evaluation  Services  (ACES)  and 
Physicians  Ambulatory  Care  Evaluation  (PACE) . 

• OSI  recently  won  a Medicare  sub-contract  to  Connecticut  General  Insurance, 
for  the  State  of  Connecticut,  which  previously  was  held  by  MCAUTO,  and  paid 
$1.1  million  in  1976. 

• OSI  is  also  1 of  4 certified  Medicaid  EDP  vendors  and  does  have  some 
Medicaid  sub-contracts  which  they  prefer  to  keep  private. 

9.  PRC  INFORMATION  SYSTEMS  - MCLEAN,  VIRGINIA 

• PRC  Information  Systems  is  a wholly  owned  subsidiary  of  Planning  Research 
Corporation. 

• Beginning  February  1,  1977,  PRC  will  undertake  CHAMPUS  data  processing 
for  Indiana  and  Kentucky  via  an  off-site  370/158  computer  at  McLean.  Contract 
value  is  less  than  $500,000. 

• PRC  is  developing  a Medicaid  system  but  as  yet  has  no  Medicaid  or 
Medicare  contracts. 

• PRC  employs  about  19  professionals  in  this  field. 
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IQ.  SYSTEMS  RESOURCES,  INC.  (SRI)  - DALLAS,  TEXAS 


• SRI  is  a subsidiary  of  Control  Data  Corporation  (CDC)  and  employs 
about  40  people,  under  recently  new  management. 

• SRI  has  two  Medicare  Part  B FM  contracts: 

On-site  IBM  360/65  for  Utah  Blue  Cross/Blue  Shield 
Remote  IBM  360/50  for  Kansas  City  Blue  Cross/Blue  Shield 

• In  addition,  SRI  has  installed,  but  does  not  operate,  8 other  Model  B 
Medicare  systems  for  carriers. 

• Medicare  revenues  represent  about  half  of  the  company's  total.  The 
three  contracts  above  amounted  to  nearly  $0.6  million  in  FY  1976. 

11.  THE  COMPUTER  COMPANY  (TCC)  - RICHMOND,  VIRGINIA 

• TCC  acts  as  fiscal  agent  for  Virginia  Medicaid  and  is  in  the  process  of 
developing  an  MMIS  system  to  serve  primarily  the  State  of  Arizona.  Some  MMIS 
development  work  is  being  done  for  Maryland. 

• TCC  employs  an  on-site  IBM  370/155  in  Virginia,  which  is  used  less  than 
50%  for  the  Medicaid  operation. 

• TCC  Medicaid  revenues  derive: 

10%  from  computer  operations 

- 55%  from  clerical  activities 

- 35%  from  one  time  consulting  and  systems  development,  including 
MMIS  training. 
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• TCC  has  a total  of  200  employees,  with  estimated  annual  revenues  of 
$7  million. 

• TCC  plans  to  offer  turnkey  services  in  health  and  welfare  areas  in 
the  coming  year,  using  Texas  Instruments  and  Altair  minicomputers. 

12.  OTHER  EDP  VENDORS 

• Exhibit  VIII-2  briefly  tabulates  other  vendors  which  are  active  in 
the  field  of  government  funded  health  insurance  data  processing. 
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EXHIBIT  VIII-2 


OTHER  EDP  VENDORS 


VENDOR  NAME 

AREA  OF  ACTIVITY 

DATA,  INC 

Medicare 

DELPHI  ASSOCIATES 

Medicaid 

DIKEWOOD  CORPORATIONS 

Medicaid 

MANAGEMENT  DATA 

COMMUNICATIONS  CORP. 

Medicare 

MCAUTO 

Medicare 

TURNKEY  SYSTEMS,  INC 

Medicaid 

TYMSHARE 

Medicaid 
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APPENDIX  I-A 


MEDICARE  PART  A INTERMEDIARIES  (JULY  1976) 

BLUE  CROSS  PLANS 

Blue  Cross-Blue  Shield  of  Alabama 
Blue  Cross  of  Arizona,  Incorporated 
Arkansas  Blue  Cross  & Blue  Shield,  Inc. 

Blue  Cross  of  Southern  California,  Los  Angeles,  California 
Blue  Cross  of  Northern  California,  Oakland,  California 
Colorado  Hospital  Service 
Connecticut  Blue  Cross,  Inc. 

Blue  Cross  & Blue  Shield  of  Delaware,  Inc, 

Group  Hospitalization,  Inc.,  Washington,  D.C. 

Blue  Cross  of  Florida,  Inc. 

Blue  Cross  of  Florida,  Inc.  (Puerto  Rico) 

Blue  Cross  of  Georgia/Atlanta,  Inc.,  Atlanta,  Georgia 
Blue  Cross  of  Georgia/Columbus,  Inc. 

Blue  Cross  of  Idaho,  Inc, 

Health  Care  Service  Corporation,  Chicago,  Illi-iG:Ls 

Illinois  Hospital  &.  Health  Service,  Inc.,  Rockford,  Illinois 

Mutual  Hospital  Insurance,  Inc.,  Indianapolis,  Indiana 

Blue  Cross  of  Iowa,  Des  Moines,  Iowa 

Blue  Cross  of  Western  Iowa  and  South  Dakota 

Kansas  Hospital  Service  Association,  Inc. 

Blue  Cross  Hospital  Plan,  Inc.,  Louisville,  Kentucky 
Louisiana  Health  Service  and  Indemnity  Co.,  Baton  Rouge,  I^. 
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I-A  - continued 


Associated  Hospital  Service  of  Maine 
Blue  Cross  of  Maryland,  Inc. 

Blue  Cross  of  Massachusetts,  Inc. 

Blue  Cross  and  Blue  Shield  of  Michigan  . 

Blue  Cross  and  Blue  Shield  of  Minnesota 

Blue  Cross  and  Blue  Shield  of  Mississippi,  Inc. 

Blue  Cross  of  Kansas  City,  Kansas  City,  Missouri 

Blue  Cross  Hospital  Service,  Inc.  of  Missouri,  St.  Louis,  Mo. 

Blue  Cross  of  Montana 

r 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Nev/  Hampshire-Vermont  Hospitalization  Service,  Inc. 

Hospital  Service  Plans  of  New  Jersey 

New  Mexico  Blue  Cross  and  Blue  Shield,  Inc.,  Albuquerque,  N.M. 
Blue  Cross  of  Northeastern  New  York,  Inc.,  Albany,  New  York 
Blue  Cross  of  Western  New  York,  Inc.,  Buffalo,  New  York 
Chautauqua  Region  Hospital  Service  Corporation,  Jamestoivn,  N.Y. 
Blue  Cross  and  Blue  Shield  of  Greater  New  York,  Nev/  York,  N.Y. 
Rochester  Hospital  Service  Corporation,  Rochester,  New  York 
Blue  Cross  of  Central  New  York,  Inc.,  Syracuse,  New  York 
Hospital  Plan,  Inc.,  Utica,  New  York 

Hospital  Service  Corp,  of  Jefferson  County,  Watertown,  N.Y. 

Blue  Cross  and  Blue  Shield  of  North  Carolina 
Blue  Cross  of  North  Dakota 
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APPENDIX  I-A  - continued 


Hospital  Care  Corporation,  Canton,  Ohio 
Hospital  Care  Corporation,  Cincinnati,  Ohio 
Blue  Cross  of  Northeast  Ohio,  Cleveland,  Ohio 
Blue  Cross  of  Central  Ohio,  Columbus,  Ohio 
Hospi.tal  Care  Corporation,  Lima,  Ohio 
Blue  Cross  of  Northwest  Ohio,  Toledo,  Ohio 

Hospital  Care  Corporation,  Youngstoivn,  Ohio 

Blue  Cross  and  Blue  Shield  of  Oklahoma,  Tulsa,  Oltlahoma 

Northwest  Hospital  Service,  Portland,  Oregon 

Hospital  Service  Plan  of  Lehigh  Valley,  Allentown,  Pa. 

Capital  Blue  Cross,  Harrisburg,  Pennsylvania 

Blue  Cross  of  Greater  Philadelphia,  Philadelphia,  Pennsylvania 

Blue  Cross  of  Western  Pennsylvania,  Pittsburgh,  Pennsylvania 

Hospital  Service  Association  of  Northeastern  Pennsylvania, 

Wilkes-Barre,  Pac 

Hospital  Service  Corporation  of  Rhode  Island 

Blue  Cross  and  Blue  Shield  of  South  Carolina 

Blue  Cross  & Blue  Shield  of  Tennessee,  Chattanooga,  Tennessee 

Memphis  Hospital  Service  & Surgical  Assoc.,  Inc.,  Memphis,  Tenn. 

Group  Hospital  Service,  Inc. , Dallas,  Texas 

Blue  Cross  of  Utah 

Blue  Cross  of  Virginia,  Richmond,  Virginia 

Blue  Cross  of  Southwestern  Virginia,  Roanoke,  Virginia 

Blue  Cross,  Washingtor/ Alaska,  Inc. 
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APPENDIX  I-A  continued 


Blue  Cross  Hospital  Service,  Inc.,  Charleston,  West  Virginia 
Parkersburg  Hospital  Service,  Inc.,  Parkersburg,  West  Va. 
West  Virginia  Hospital  Service,  Inc.,  Wheeling,  West  Va. 
Associated  Hospital  Service,  Inc.,  Milwaukee,  Wisconsin 
Vifyoming  Hospital  Service 

COMMERCIALS,  OTHER 

Aetna  Life  & Casualty,  Los  Angeles,  California 

Aetna  Life  & Casualty,  Hartford,  Connecticut 

Aetna  Life  & Casualty,  Clearwater,  Florida 

Aetna  Life  & Casualty,  Peoria,  Illinois 

Aetna  Life  & Casualty,  Worcester,  Massachusetts 

Aetna  Life  & Casualty,  Reno,  Nevada 

Aetna  Life  & Casualty,  Fort  Washington,  Pennsylvania 

Aetna  Life  & Casualty,  Memphis,  Tennessee 

Aetna  Life  & Casualty,  Seattle,  Washington 

Cooperativa  de  Seguros  de  Vida  de  Puerto  Rico 

Hawaii  Medical  Service  Association 

Kaiser  Foundation  Health  Plan,  Inc. 

Mutual  of  Omaha  Insurance  Company 
Nationwide  Mutual  Insurance  Company 
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APPENDIX 


I-A  - continued 

The  Prudential  Insurance  Company  of  America 
The  Travelers  Insurance  Company,  Los  Angeles,  California 
The  Travelers  Insurance  Company,  Hamden,  Connecticut 
The  Travelers  Insurance  Company,  Atlanta,  Georgia 
The  Travelers  Insurance  Company,  Lowell,  Massachusetts 
The  Travelers  Insurance  Company,  Detroit,  Michigan 
The  Travelers  Insurance  Company,  Rochester,  Minnesota 
The  Travelers  Insurance  Company,  Garden  City,  New  York 
The  Travelers  Insurance  Company,  Vfyomissing,  Pennsylvania 
Division  of  Direct  Reimbursement 
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APPENDIX  I-B.  MEDICARE  PART  B 
INTERMEDIARIES  (JULY  l976) 
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APPENDIX  I-B 


MEDICARE  PART  B INTERMEDIARIES  (JULY  1976) 

BLUE  SHIELD  PLANS 
Blue  Cross-Blue  Shield  of  Alabama 
Arkansas  Blue  Cross  and  Blue  Shield,  Inc. 

California  Physicians’  Service 
Colorado  Medical  Service,  Inc. 

Blue  Cross  and  Blue  Shield  of  Delaware,  Inc. 

Medical  Service  of  D.C. 

Blue  Shield  of  Florida,  Inc. 

Health  Care  Service  Corporation,  Chicago,  Illinois 

Mutual  Medical  Insurance,  Inc.,  Indianapolis,  Lndiana 

Blue  Shield  of  Iowa 

Kansas  Blue  Shield 

Blue  Shield  of  Maryland,  Inc. 

Blue  Shield  of  Massachusetts,  Inc. 

Blue  Cross  and  Blue  Shield  of  Michigan 

Blue  Cross  and  Blue  Shield  of  Minnesota 

Blue  Shield  of  Kansas  City,  Kansas  City,  Missouri 

Montana  Physicians’  Service 

New  Hampshire-Yermont  Physicians  Service 

Blue  Shield  of  Western  New  York,  Inc.,  Buffalo,  New  York 

Blue  Cross  and  Blue  Shield  of  Greater  New  York,  New  York,  N.Y. 

Genesee  Valley  Medical  Care,  Inc.,  Rochester,  New  York 
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APPENDIX  I-B  - continued 


Blue  Shield  of  North  Dakota 
Pennsylvania  Blue  Shield 

Seguros  de  Scrvicio  de  Salud  de  Puerto  Rico,  Inc, 

Blue  Shield  of  Rhode  Island 

Blue  Cross  and  Blue  Shield  of  South  Carolina 

South  Dakota  Medical  Service,  Inc. 

Group  Medical  and  Surgical  Service,  Dallas,  Texas 
Blue  Shield  of  Utah 
Washington  Physicians  Service 

The  Medical  Society  of  Milwaukee  County,  Milwaukee, 
Wisconsin  Physicians  Service,  Madison,  Wisconsin 

COMMERCIALS,  INDEPENDENT,  STATE 

Aetna  Life  and  Casualty,  Hartford,  Connecticut 
Aetna  Life  and  Casualty,  Phoenix,  Arizona 
Aetna  Life  and  Casualty,  Honolulu,  Hawaii 
Aetna  Life  and  Casualty,  Reno,  Nevada 
Aetna  Life  and  Casualty,  Oklahoma  City,  Oklahoma 
Aetna  Life  and  Casualty,  Portland,  Oregon 
Aetna  Life  and  Casualty,  Portland,  Oregon  (Alaska) 
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APPENDIX  I-B  - continued 


Connecticut  General  Life  Insurance  Company 
Continental  Casualty  Company 

The  Equitable  Life  Assurance  Society  of  the  U.S«,  New  York,  N.Y. 

The  Equitable  Life  Assurance  Society  of  the  U«S., 

Albuquerque,  New  Mexico 

The  Equitable  Life  Assurance  Society  of  the  U.Sc,  Boise,  Idaho 

The  Equitable  Life  Assurance  Society  of  the  U.S. , 

Nashville,  Tennessee 

The  Equitable  Life  Assurance  Society  of  the  U.S., 

Cheyenne,  Vfyoming 

General  American  Life  Insurance  Company,  St.  Louis,  Missouri 
Group  Health  Incorporated,  Coral  Gables,  Florida 
Group  Health  Incorporated,  New  York,  New  York 
Metropolitan  Life  Insurance  Company,  New  York,  New  York 
Metropolitan  Life  Insurance  Company,  Utica,  New  York 
Metropolitan  Life  Insurance  Company,  Lexington,  Kentucky 
Mutu^  of  Omaha  Insurance  Company 

Nationwide  Mutual  Insurance  Company,  Coli:imbus,  Ohio 

Nationwide  Mutual  Insurance  Company,  Charleston,  West  Virginia 

Occidental  Life  Insurance  Company  of  California 

State  of  Oklahcxna,  Oklahoma  Public  Welfare  Commission, 

Department  of  Institutions,  Social  & Rehabilitative  Services 

Pan-American  Life  Insurance  Company 
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APPENDIX  I-B  - continued 


The  Prudential  Insurance  Company  of  America,  Millville,  New  Jersey 

The  Prudential  Insurance  Company  of  America,  High  Point,  ^ 

North  Carolina 

The  Prudential  Insurance  Company  of  America,  Atlanta,  Georgia 

The  Travelers  Insurance  Company,  Bloomington,  Minnesota 

The  Travelers  Insurance  Company,  Jackson,  Mississippi 

The  Travelers  Insurance  Company,  Richmond,  Virginia 

Union  Mutual  Life  Insurance  Company 

Railroad  Retirement  Board 

Division  of  Direct  Reimbursement 


I 
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INPUT 


STATF: 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 

DELAWARE 

DIST,  OF  COL. 
FLORIDA 

GEORGIA 

GUAM 
HAWAI I 


APPENDIX  II 
STATE  FISCAL  AGENT 

NAME  OF  FISCAL  AGENT (S) 

K EDS-Federal  -October  1,  1976 
Alabama,  N.A. 

Delta  Dental  Service 

^ PAID  Prescriptions 

Health  Applications  Systems 

V Med i -Cal  Intermediary  Operation 
(Blue  Cross-North  and 
Blue  Cross-South) 


Blue  Shield 


Colorado  Hospital,  Inc.  - 

Colorado  Services,  Inc.,  also 
known  as  Blue  Cross-Blue  Shield 

X Connecticut  Life  Insurance  Co. 


^ Blue  Cross  and  Blue  Shield 
Delaware,  Inc. 


of 


NO  FISCAL  AGENT 


^PAID  Prescriptions 

Blue  Cross-Blue  Shield 


Delta  Dental  Plan  of 
Georgia  Medical  Care 
Comdate  Corporation 


Georgia  Inc. 
Foundat ion 


NO  FISCAL  AGENT 

X Hawaii  Medical  Services  Association 
(HMSA) 


AS  OF  12/1^/76 


REMARKS 

A1 1 Except  D rugs 
Drugs 

Dental  Only 
Drugs 

All  Other  Se rv i ces 

All  cl  a ims  except 
those  for  dental 
service  and  pre- 
scribed drugs 

Dental  Service  and 
Prescribed  Drugs 

All  claims  except 
nursing  homes  and 
prescribed  drugs 

Home  Health  Aide 
Services  only 


Claims  for  co- insurance 
and  deductible  l/ 

Only  process  (Dental) 


Outpatient  services 
only 
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APPENDIX  II  - continued 


STATE 

IDAHO 

ILLINOIS 

I NDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 


MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

^/^INNESOTA 

MISSISSIPPI 


NAME  OF  FISCAL  AGENT (S) 

Delta  Dental  Service 
(Subcontractor:  Mortgage 

Insurance  Co.  for  key  punching) 


Hospital  Service  Corporation 
Asiue  Cross-Blue  Shield  of  Indiana 
ue  Cross  of  Iowa 
>^Blue  Cross-Blue  Shield 
NO  FISCAL  AGENT 
X Blue  Cross 


Pan-Amer i can 


REMARKS 

Dental  services  for 
under  age  21  only^^ 

SjtiXl  (ttu  tJCiM.  Ff) 

All  BH I Claims 


Claims  for  XVIII  over 
65  and  under  65- 
Claims  for  jnpatient, 
outpatient,  hospital, 
and  Home  Health 
services 

Claims  for  XV ! I I over 
65  and  XVIII  under  65- 
Claims  for  laboratory, 
clinic,  other  prosthe- 
t i c dev i ces , and 
physicians'  services 


Prescription  Card  Service 

PAID  Prescriptions 

NO  FISCAL  AGENT 

^Massachusetts  Blue  Cross- 
Blue  Shield 


Drugs 


ski, 


Pilgrim 


Claims  for  prescribed 
drugs  only 


NO  FISCAL  AGENT 

NO  FISCAL  AGENT 

Blue  Cross-Blue  Shield  of 
Miss i ss i ppi , Inc. 
(Subcontractor:  Consultec,  Inc.) 


105 


INPUT 


APPENDIX  II  - continued 


STATE 

/ 

MISSOURI 

NAME  OF  FISCAL  AGENT(S)  REMARKS 

NO  FISCAL  AGENT 

MONTANA 

•Nebraska 

)(  Dikewood  Corporation 
NO  FISCAL  AGENT 

NEVADA 

X Nevada  Blue  Shield 

NEW  HAMPSHIRE 

New  Hampshire  Dental  Service  Dental  Only 

Corporationj  Inc, 

NEW  JERSEY 

y New  Jersey  Blue  Cross 

Prudential  Insurance  Company  of 
America 

NEW  MEXICO 

X Dikewood  Corporation 

NEW  YORK 

X NO  FISCAL  AGENT 

NORTH  CAROLINA 

X EDS-'Federal  Insurance  for  Drugs 
Health  Applications  Systems 

(Beginning  January  1,  /•  i.  r 

EDS-Fed) 

NORTH  DAKOTA 

XNO  FISCAL  AGENT 

Except  Blue  Cross  handles  the 
Crossover  XVIII/XtX  Claims 

OHIO 

NO  FISCAL  AGENT 

OKLAHOMA 

NO  FISCAL  AGENT 

OREGON 

NO  FISCAL  AGENT 

PENNSYLVANIA 

X Pennsylvania  Capital  Blue  Cross 
or  Inter-County  Hospitalization 
Plan,  Inc, 

Pennsylvania  Blue  Shield 
PAID  Prescriptions 
Pennsylvania  Blue  Cross 
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APPENDIX  II  - continued 


STATE 

NAME  OF  FISCAL  AGENT(S) 

REMARKS 

PUERTO  RICO 

Caribbean  Banket  s Life  Insurance  Co. 

Physician  t Labs  Only 

RHODE  ISLAND 

NO  FISCAL  AGENT 

SOUTH  CAROLINA 

)(  Blue  Cross-Blue  Shield  of  South 
Carol i na 

Physician,  Dentist, 
Transportation  - 
except  for  Ambulance 

SOUTH  DAKOTA 

X Associated  Hospital  Services 

A1 1 except  EPSDT 

TENNESSEE 

X Equitable  Life  Assurance  Society  of 
the  United  States 

Blue  Cross-Blue  Shield  of  Tennessee 

TEXAS 

y As  of  January  1,  1977,  Electronic 
Data  Systems 

Utilization  Review  - 
(Tempo r a r i 1 y ) . 

In  S outpatient  hos- 
pital . Lab  S X- ray , 
Physician  Services, 
Podiatrists,  Optome- 
trist, XVI 1 l/XI X 
Crossover,  Selected 
Fami 1 y PI ann i ng , 

Home  Health,  EPSDT- 
Dental , Ch i ropract i c , 
Eyeglasses,  Selected 
Transportation  - 
Ambulance 

UTAH 

Delta  Dental  Corporation 

Denta 1 Claims.  All 
other  claims  handled 
by  State 

VERMONT 

yNew  Hampshi  re/Vermont  Hospitali- 
zat ion 

Handles  all  claims 
with  the  exception 
of  SNF's  and  ICF's 

VIRGIN  ISLANDS 

NO  FISCAL  AGENT 

VIRGINIA 

^ The  Computer  Company 

Hand  1 es  all  claims 

WASHINGTON 

XNO  fiscal  AGENT 

WEST  VIRGINIA 

^ NO  FISCAL  AGENT 
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APPENDIX 

STATE 

WISCONSIN 


WYOMING 


II  - continued 


NAME  OF  FISCAL  AGENT (S) 
Wisconsin  Physician  Services 


Surgical  Care  (Blue  Shield) 
(Sub-contractor:  Wisconsin 

Blue  Cross) 

Wisconsin  Blue  Cross  Plan 


Wyoming  Dental  Services 
I ncorporated 


REMARKS 

Physician  claims 
except  for  Milwaukee 
Company 

Handles  all  claims 
Milwaukee  County 


Hand  1 es  all  claims 
except  for  Milwaukee 

Dental  claims  relating 
to  EPSDT  pi’ogram. 

A1 1 other  claims 
handled  by  State. 


108 


INPUT 


TUSlfl! 


APPENDIX  III  - COMPUTER  CONFIGURATIONS 
OF  BLUE  CROSS/BLUE  SHIELD  PLANS 


INPUT 


APPENDIX  III 


COMPUTER  CONFIGURATIONS  OF  BLUE  CROSS /BLUE  SHIELD  PLANS 


CITY  AND  STATE 

1 PLAN  NAME 

COMPUTER 

MEMORY 

(KB) 

OPERATING 

SYSTEM 

Birmingham,  AL 

Blue  Cross/Blue  Shield 

IBM  370/158 

2000 

MVS 

IBM  370/158 

2000 

MVS 

IBM  370/168 

MVS 

Little  Rock,  AR 

Blue  Cross/Blue  Shield 

IBM  370/145 

756 

OS/VSl 

IBM  370/148 

2000 

OS/VSl 

Los  Angeles,  CA 

Blue  Cross 

IBM  370/158 

2000 

0S/VS2 

IBM  370/168 

4000 

0S/VS2 

Oakland,  CA 

Blue  Cross  Hospital  Svc . 

IBM  370/168 

3000 

0S/VS2 

San  Francisco,  CA 

Blue  Shield 

IBM  370/158 

2000 

OS/MVT 

IBM  370/158 

2000 

OS/MVT 

Denver,  CO 

Colorado  Blue  Cross 

IBM  370/158 

1500 

OS/VSl 

Washington,  DC 

Blue  Cross  & Blue  Shield 

IBM  370/158 

2000 

tivs 

IBM  370/158 

2000 

MVS 

IBM  370/168 

4 

MVS 

Wilmington,  DE 

Blue  Cross  & Blue  Shield 

Honeywell 

2070 

384 

0S2000 

Jacksonville,  FL 

Blue  Cross  of  FL,  Inc. 

IBM  370/158 

2000 

OS/VSl 

IBM  370/158 

2000 

OS/MVT 

IBM  370/158 

2000 

OS/I'IVT 

IBM  370/168 

6000 

OS/VSl 

Columbus,  GA 

Blue  Cross  & Blue  Shield 

IBM  370/145 

512 

OS/VSl 

IBM  370/148 

1000 

OS/VSl 

Boise,  ID 

Blue  Cross  of  Idaho 

IBM  370/125 

256 

DOS/VS 

Chicago,  IL 

Blue  Cross  Association 

Honeywell 

3200 

256 

0S2000 

Honeywell 

3200 

256 

0S2000 

Indianapolis,  IN 

Blue  Cross/Blue  Shield 

IBM  370/158 

2000 

0S/VS2 

1 

j 

IBM  370/168 

3000 

3S/VS2 

109 


INPUT 


APPENDIX  III 


COMPUTER  CONFIGURATIONS  OF  BLUE  CROSS /BLUE  SHIELD  PLANS 


CITY  AND  STATE 

PLAN  NAME 

COMPUTER 

MEMORY 

OPERATING 

(KB) 

SYSTEM 

Des  Moines,  lA 

Blue 

Cross  & Blue  Shield 

IBM  370/158 

3000 

MVS 

Sioux  City,  lA 

Blue 

Cross/Blue  Shield 

IBM  370/125 

256 

OS/VS 

Topeka,  KS 

Blue 

Cross/Blue  Shield 

IBM  370/158 

1500 

OS 

Louisville,  KY 

Blue 

Cross  Hospital  Plan 

IBM  370/158 

1000 

0S/VS2 

Baton  Rouge,  LA 

Blue 

Cross  of  Louisiana 

IBM  370/158 

200 

VM/370 

Portland,  ME 

Blue 

Cross 

IBM  360/40 

192 

DOS 

IBM  370/138 

1000 

DOS /VS 

Baltimore,  MD 

Blue 

Cross/Blue  Shield 

IBM  370/165 

3000 

OS/MVT 

Boston,  MA 

Blue 

Cross  of  MA. 

Honeywell 

6060 

2000 

GECOS 

IBM  370/155 

2000 

OS/MVT 

Detroit,  MI 

Blue 

Cross/Blue  Shield 

Honeywell 

3200 

Honeywell 

256 

M0D4 

3200 

320 

M0D4 

/ 

Honeywell 

6040 

256 

GEC0S3 

IBM  360/20 

8 

CPS 

IBM  370/145 

1000 

OS/VSl 

IBM  370/158 

1500 

OS/VSl 

IBM  370/158 

1500 

OS/VSl 

Jackson,  MS 

Blue 

Cross/Blue  Shield 

Honeywell 

6600 

200 

GCOS 

Honeywell 

3200 

196 

OS2000 

Kansas  City,  MO 

Blue 

Cross  & Blue  Shield 

IBM  370/158 

2000 

OS/VSl 

St.  Louis,  MO 

Blue 

Cross  Group  Hos.Svs. 

IBM  370/158 

3000 

SVS 

Great  Falls,  MT 

Blue 

Cross  of  Montana 

IBM  370/125 
— 

256 

DOS/VS 
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APPENDIX  III 


COMPUTER  CONFIGURATIONS  OF  BLUE  CROSS/BLUE  SHIELD  PLANS 


CITY  AND  STATE 

PLAN  NAME 

COMPUTER 

MEMORY 

OPERATING 

(KB) 

SYSTEM 

Omaha , NE 

Nebraska  Blue  Cross 

IBM  370/158 

512 

DOS/VS 

Concord,  NH 

Blue  Cross/Blue  Shield 

IBM  370/145 

512 

DOS/VS 

Newark,  NJ 

Blue  Cross/Blue  Shield 

IBM  370/158 

2000 

SVS 

IBM  370/158 

2000 

SVS 

IBM  370/168 

4000 

SVS 

IBM  7074 

100 

Albuquerque,  NM 

Blue  Cross  & Blue  Shield 

IBM  360/40 

256 

DOS 

Albany,  NY 

Blue  Cross-Blue  Shield 

IBM  370/158 

1500 

OS/VSl 

of  N E N Y 

Buffalo,  NY 

Blue  Cross/Blue  Shield 

IBM  370/158 

1000 

OS/VSl 

New  York,  NY 

Blue  Cross 

Honeywell 

8200 

1000 

M0D8 

Honeywell 

8200 

1000 

MOD  8 

IBM  360/30 

64 

DOS 

IBM  370/158 

2000 

OS/VSl 

IBM  370/158 

1000 

OS/VSl 

Rochester,  NY 

Rochester  Hosp.  Svc.  Corp. 

IBM  370/158 

2000 

OS/VSl 

Syracuse,  NY 

Blue  Cross  of  Central  NY 

IBM  370/135 

384 

DOS/VS 

Utica,  NY 

Hospital  Plan  Inc. 

IBM  360/40 

256 

DOS 

Durham,  NC 

Blue  Cross  & Blue  Shield 

IBM  370/165 

II 

2000 

DS/VS2 

Fargo,  ND 

Blue  Cross/Blue  Shield 

Burroughs 

B3500 

210 

MCP 

Burroughs 

B6700 

MCP 

Canton,  OH 

Blue  Cross  Hospital  Plan 

IBM  360/30 

128 

DOS 

Cincinnati,  OH 

Blue  Cross  of  Southwest 

Ohio 

IBM  370/158 

2000 

OS/VSl 

IBM  360/158 

1000 

OS/VSl 

III 
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APPENDIX  III 


COMPUTER  CONFIGURATIONS  OF  BLUE  CROSS/BLUE  SHIELD  PLANS 


CITY  AND  STATE 

PLAN  NAME 

COMPUTER 

MEMORY 

(KB) 

OPERATING 

SYSTEM 

Cleveland,  OH 

Blue  Shield  of  Cleveland 

Burroughs 

B3500 

160 

MCP 

Columbus,  OH 

Blue  Cross  of  Central  OH 

IBM  370/145 

768 

DOS/VS 

IBM  370/158 

1000 

OS/VSl 

Lima , OH 

Blue  Cross 

IBM  System 

3/10 

16 

Toledo,  OH 

Blue  Cross  of  Northwest 

Ohio 

IBM  370/135 

384 

DOS/VS 

Youngstown,  OH 

Blue  Cross  Eastern  Ohio 

IBM  370/135 

384 

DOS/VS 

Tulsa,  OK 

Blue  Cross  & Blue  Shield 

IBM  370/145 

1000 

Portland,  OR 

Blue  Cross  of  Oregon 

IBM  370/135 

192 

DOS/VS 

Philadelphia,  PA 

Blue  Cross  of  Greater 

Philadelphia 

IBM  370/145 

256 

DOS 

IBM  370/145 

256 

DOS 

Pittsburgh,  PA 

Blue  Cross  of  Western  PA 

Honeywell 

1200 

128 

MODI 

Honeywell 

3200 

262 

OS2000 

IBM  370/145 

768 

OS/VSl 

IBM  370/158 

2000 

OS/VSl 

Wilkes-Barre,  PA 

Blue  Cross/Blue  Shield 

IBM  370/135 

512 

DOS /VS 

Providence,  RI 

Blue  Cross  & Blue  Shield 

IBM  370/158 

1512 

OS/VS 

Columbia,  SC 

Blue  Cross  Data  System 

IBM  360/165 

II 

3000 

OS/VS 

Chattanooga,  TN 

Blue  Cross  & Blue  Shield 

IBM  360/30 

16 

DOS 

IBM  370/145 

512 

DOS 

IBM  370/145 

512 

DOS 

Memphis,  TN 

Blue  Cross/Blue  Shield 

IBM  370/145 

256 

DOS/VS 
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COMPUTER  CONFIGURATIONS  OF  BLUE  CROSS/BLUE  SHIELD  PLANS 


CITY  AND  STATE 

PLAN  NAME 

COMPUTER 

MEMORY 

(KB) 

OPERATING 

SYSTEM 

Dallas,  TX 

Group  Hospital  Svc . Inc. 

IBM  370/115 

192 

DOS/VS 

IBM  370/125 

256 

DOS/VS 

IBM  370/145 

768 

OS/VS 

IBM  370/145 

512 

DOS 

IBM  370/158 

2000 

OS/VS 

IBM  370/158 

2000 

OS/VS 

IBM  370/158 

2000 

OS/VS 

Salt  Lake  City,  UT 

Blue  Cross/Blue  Shield 

of  Utah 

IBM  360/65 

1000 

OS/MFT 

Richmond,  VA 

Blue  Cross/Blue  Shield 

IBM  370/158 

2000 

OS/MFT 

Seattle,  WA 

Blue  Cross  of  Washington/ 

Alaska 

IBM  360/65 

1024 

OS 

Seattle,  WA 

King  County  Medical 

Blue  Shield 

IBM  360/50 

256 

DOS 

IBM  360/65 

768 

DOS 

Charleston,  WV 

Blue  Cross/Blue  Shield 

IBM  370/135 

192 

DOS/VS 

Milwaukee,  WI 

Blue  Cross  of  Wisconsin 

IBM  370/155 

II 

1500 

0S/VS2 

IBM  370/158 

2048 

0S/VS2 

IBM  370/158 

2048 

0S/VS2 

IBM  370/168 

6000 

0S/VS2 
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CONFIDENTIAL 


INPUT  QUESTIONNAIRE 


CATALOG  NO. 


STUDY  TITIJ-:: 


COMPUTUk  SPkVICES  FOR  COVICKNMI'.NT-FUNDl'D  HEALTH  INSURANCE 


TYPE  OF  INTERVIEW:  FISCAL  IN'I’ERMEDi  AR  I I^S 

PURPOSE:  To  examine  the  use  of  computer  services  in  the  Medicare  and  CHAMPUS 

programs • 

Computer  Services  Use 


1.  Please  check  to  which  government-funded  health  insurance  processing 
programs  you  provide  services? 


PROGRAM 

COVERAGE 
ALL  PART 

WHICH  PARTS 

GEOGRAPHIC 
COVERAGE  (STATES) 

MEDICARE: 

Part  A 

Part  B 
Other : 
MEDICAID 

CHAMPUS 

O D 

D □ 

□ D 

□ □ 

2.  a.  What  is  your  current  (FY  1977)  total  budget  for  Medicare-related 
data  processing?  $ 

b.  What  percentage  is  this  of  the  administrative  costs  of  the 

Medicare  program?  % 

c.  What  would  you  estimate  next  year’s  budget  will  by  (FY  1978)? 

$ . 

d.  What  would  you  estimate  FY  1982  budget  will  be,  assuming  current 

program  characteristics?  $ . 
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3.  If  you  do  your  own  Medicare  data  processing,  please  indicate: 

a.  Mainframe  manufacturer  , Model/s 

b.  No.  of  systems  used  ^On-site:  Yes  □ No  □ 

c.  Operating  system  Communications  software 

Data  base  management  system / 

d.  % use  of  this  system  for  Medicare  % 

e.  Other  uses  of  this  system: 


% 


f.  Number  of  personnel  involved  in: 


1. 

Systems  and  programming 

2. 

Computer  operations 

3. 

Data  entry 

4. 

Other 

TOTAL 
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4.  Please  describe  any  outside  computer  services  vendors  you  have  used 
in  the  last  year,  or  plan  to  use: 


COMPUTER  SERVICE 

VENDOR (S) 

$ EXPENDITURES 
FY  1976  FY  1977 

RATING* 

Facilities  Management: 
Application(s) 

Remote  Computing  Services 
Timesharing: 
ApplicationOs) 

Remote  Batch: 
Application(s) 

Batch  Processing: 
Application(s) 

Software  Products: 
System 

Application 

Software  Development  & EDP 
Consulting  Services: 

Application (s) 

Education  and  Training 
Application(s) 

Other: 

Annlication(s) 
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5.  If  you  are  using  a facilities  management  contract,  please  indicate: 

a.  Calendar  year  contract  was  awarded  19 . 

b.  Number  of  years'  duration  of  contract  . 

c.  Do  you  plan  to  renew  with  same  vendor?  Yes  □ No  q 

6.  a.  Do  you  use  any  minicomputers  in  the  Medicare  program? 

Yes  □ No  Q 

b.  If  yes,  please  specify: 

Minicomputer  Application 

7.  Please  indicate  the  processing  mode  you  now  use  for  the  applications  you 
support;  insert  a P where  the  application/mode  is  planned: 


APPLICATION 

MANUAL 

BATCH  ON-LINE 

PROCESSING  INQUIRY 

ON-LINE 

FILE  UPDATE  COMMENT 

a.  Beneficiary  eligibility 

o 

D 

□ 

□ 

b.  Provider  enrollment 

□ 

□ 

□ 

□ 

c.  Provider  eligibility 

□ 

□ 

□ 

□ 

d.  Claims  entry 

o 

□ 

□ 

e.  Claims  processing 

□ 

□ 

□ 

□ 

f.  Management  reporting 

□ 

□ 

□ 

□ 

g.  Utilization  review 

□ 

□ 

□ 

□ 

h.  PSRO  support 

□ 

□ 

□ 

o 

i.  Other  (describe) 

* Mark  ^ if  direct  computer 

to  computer 

input  is 

used  (e. g. , 

tape  to  tape) 
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r I I i M 


8.  What  new  applications  are  being  developed? 


9.  Who  would  you  like  to  see  responsible  for  National  Health  Insurance  (NHI) 
data  processing,  assuming  it  becomes  a reality? 


a. 

□ 

Federal  Government:  SSA  □ 

SRS  □ 

New  Agency  q 

b. 

□ 

Regional:  regions. 

controlled  by 

c . 

□ 

States 

d. 

□ 

Fiscal  agent/intermediary 

e. 

□ 

Other  (explain) : 

Who 

1 do 

you  think  it  will  actually  be 

(see  a- 

■e  above)? 

□ 

a . 

□ d. 

□ 

b. 

□ e. 

□ 

c . 

11.  When  do  you  expect  NHI  will  be  implemented? 

1977  1978  1979  1980  1981  After  1981  Not  at  all 

□ □ □ □ □ □ □ 

Please  comment : 

12.  Who  is  your  primary  decision  maker  regarding  EDP  expenditures  and 

procurement  (title)? 

13.  INPUT  would  like  to  send  you  a free  summary  of  the  results  of  this  study. 
Please  indicate  your  mailing  information  below: 


NAME: 

TITLE: 

ADDRESS 

CITY 

STATE  ZIP 


Phone  Number  ( 


INPUT 
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INPUT  QUESTIONNAIRE 


CATALOG  NO. I I 


STUDY  TITLE:  COMTTJTER  SERVICES  FOR  GOVERNMENT-FUNDED  HEALTH  INSURANCE 

TYPE  OF  INTERVIEW:  STATE  MEDICAID  AGENCIES 

PURPOSE:  To  examine  the  use  of  computer  services  in  the  Medicaid  program 

Computer  Services  Use 

I.  What  is  your  present  status  with  respect  to  MMIS? 

n a.  Certified:  Year  of  certification:  19 

D b.  System  design  in  process:  Name  of  vendor:  

n c.  RFP  out  for  bid:  Date  of  RFP:  

□ d.  RFP  in  preparation:  Expected  date  of  release:  

□ e.  Advanced  Planning  Document  completed. 

□ f.  Advanced  Planning  Document  in  process. 

D g.  Undecided  about  using  MMIS. 

□ h.  No  present  plans  for  using  MMIS 


2.  a.  What  is  your  current  (FY  1977)  total  budget  for  Medicaid-related 
data  processing?  $ 


b.  What  percentage  is  this  of  the  administrative  costs  of  the 

Medicaid  program?  % 

c.  What  would  you  estimate  next  year’s  budget  will  be  (FY  1978)? 

$ 

d.  What  would  you  estimate  FY  1982  budget  will  be,  assuming  current 

program  characteristics?  $ 
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3.  If  you  do  your  own  Medicaid  data  processing,  please  indicate: 

a.  Mainframe  manufacturer  , Model /s 

b.  No.  of  systems  used  On-site:  Yes  □ NoD 

c.  Operating  system  Communications  software  

Data  base  management  system  . 

d.  % use  of  this  system  for  Medicaid 7o 

e.  Other  uses  of  this  system:  ' 

% 

% 

f.  Number  of  personnel  involved  in: 

1.  Systems  and  programming  

2.  Computer  operations  

3.  Data  entry  

4.  Other  

TOTAL  

g.  Which  agency  operates  the  computer/s  used  for 
Medicaid  data  processing? 
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4.  Please  describe  any  outside  computer  services  vendors  you  have  used 
in  the  last  year,  or  plan  to  use: 


COMPUTER  SERVICE 

VENDOR(S) 

$ EXPENDITURES 
FY  1976  FY  1977 

RATING* 

Facilities  Management: 
Application(s) 

Remote  Computing  Services 
Timesharing: 
Application's) 

Remote  Batch: 
Appiication(s) 

Batch  Processing: 
Application(s) 

1 

Software  Products: 
System 

Application 

Software  Development  & EDP 
Consulting  Services: 

Application(s) 

1 

Education  and  Training 
Application (s) 

1 

1 

1 

! 

1 

1 

1 

1 

I Other: 
j Application(s) 

i 

1 

! 



i 

i 
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I 

5.  If  you  are  using  a facilities  management  contract,  please  indicate: 

a.  Calendar  year  contract  was  awarded  19 . 

b.  Number  of  years'  duration  of  contract  . 

c.  Do  you  plan  to  renew  with  same  vendor?  Yes  □ NoD 


6 . 


a.  Do  you  use  any  minicomputers  in  the  Medicaid  program? 
Yes  □ No  n 

b.  If  Yes,  please  specify: 

Minicomputer  Application 


7.  Please  indicate  the  processing  mode  you  now  use  for  the  applications 
you  support;  insert  a P where  the  application/mode  is  planned: 


APPLICATION 

MANUAL 

a. 

Beneficiary  eligibility 

□ 

b. 

Provider  enrollment 

□ 

c . 

Provider  eligibility 

□ 

d. 

Claims  entry 

□ 

e. 

Claims  processing 

□ 

f . 

Management  reporting 

□ 

g- 

Utilization  review 

□ 

h. 

PSRO  support 

□ 

i. 

Other  (describe) 

BATCH  ON-LINE  ON-LINE 
PROCESSING  INQUIRY  FILE  UPDATE  COMMENT 


□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

*Mark 


if  direct  computer  to  computer  input  is  used  (e.g.,  tape  to  tape) 
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8.  What  new  applications  are  being  developed? 


9.  Who  would  you  like  to  see  responsible  for  National  Health  Insurance  (NHI) 
data  processing,  assuming  it  becomes  a reality? 

a.  Q Federal  Government:  SSA  Q SRS  □ New  Agency  Q 

b.  □ Regional:  regions,  controlled  by  

c.  LH  States 

d.  n Fiscal  agent/intermediary 

e.  n Other  (explain): 


10. 


11. 


Who  do  you  think  it  will  actually  be  (see  a-e  above)? 


□ a . 

□ d. 

□ b. 

n e . 

□ c. 

When  do  you  expect  NHI  will  be  implemented? 


1977  1978  1979  1980 

□ □ n □ 

Please  comment: 


1981  After  1981 

□ □ 


Not  at  all 

□ 


12.  Who  is  your  primary  decision  maker  regarding  EDP  expenditures  and 
procurement  (title)? 


13.  INPUT  would  like  to  send  you  a free  summary  of  the  results  of  this  study. 
Please  indicate  your  mailing  information  below: 


NAME: 

TITLE: 

ADDRESS: 


CITY 

STATE  ’ ZIP 


Phone  Number  ( ) 
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CONFIDENTIAL 


INPUT  QUESTIONNAIRE 


CATALOG  NO.  \_J_A 


STUDY  TITLI-;:  COMPUTER  SI'RVICKS  FOR  COVICRNMICNT-KUNDUD  II1':ALTH  INSURANCE 

TYPE  OF  INTERVIEW:  COMPUTER  SERVICES  COMPANIES 

PURPOSE:  To  analyze  computer  services  provided  to  Medicaid,  Medicare,  and 

CHAMPUS  programs 


Computer  Services  Use 


1.  Please  describe  the  services  you  provide  government-funded  health  insurance 
agencies : 


SERVICE 

PLEASE  CHEGK  AS  APPROPRIATE 

% ANNUAL 
REVENUES 
FROM  THIS 
SOURCE 

TYPE 

PROGRAM  SERVED 

liEDICARE 

MEDICAID 

CHAMPUS 

1 

; FACILITIES (RESOURCE) 
I MANAGEMENT 

, 

ON-SITE 

GOMPUTER 

OFF-SITE 

COMPUTER 

MIXED 

— 

— 

REMOTE  COMPUTING 
SERVIGES-APPLICATION 

INTER- 

ACTIVE 

REMOTE 

BATCH 

MIXED 

- 

DATA 

ENTRY 

PRO- 

CESSING 

COM 

OTH- 

ER 

BATCH  PROCESSING 
SERVICES-APPLICATION : 
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Computer  Services  Use  (cont'd.) 


SERVICE 

PLEASE  CHECK  AS  APPROPRIATE 

% ANNUAL 
REVENUES 
FROM  THIS 
SOURCE 

TYPE 

PROGRAM  SERVED 

MEDICARE 

MEDICAID 

CHAMPUS 

SOFTWARE  PROUDCTS 
NAME: 

SYSTEMS 

PACKAGE 

APPLICAT- 
ION PACK. 

SOFTWARE  SERVICES 
APPLICATION: 

EDP  CON- 
SULTING 

SOFTWARE 

DEVELOP- 

MENT 

- 

EDUCATION 

OTHER 
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3.  If  not  a facilities  management  contractor,  please  indicate  to  which 

states,  agencies,  and/or  private  insurance  companies  you  are  the 
primary  EDP  vendor: 


4.  Please  describe  computer  systems  used  for  services  to  these  programs: 


SYSTEM 

MANU- 

FACTURER 

MODEL 

NUM- 

BER 

USED 

ON- 

SITE 

% USED 

MEDICAID 

MEDICARE 

CHAMPUS 

OTHER 

HEALTH 

INSURANCE 

YES 

NO 

1 

2 

3 

4 

5 

Other 
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5.  Number  of  related  personnel  involved  in: 

1.  Systems  and  programming  

2.  Computer  operations  

3.  Data  entry  _____ 

4.  Other  

TOTAL 


6.  Types  of  minicomputers  used: 
Manufacturer /Model 


Quantity 


Application 


7.  Do  you  offer  a federally  certified  system  for: 


Medicaid 

data 

processing  (MMIS) 

□ 

Yes 

□ 

No 

Medicare 

Part 

A 

□ 

Yes 

□ 

No 

Medicare 

Part 

B 

□ 

Yes 

□ 

No 

8.  Please  rank  the  computer  services  companies  that  compete  with  you  in  the 
market  and  indicate  their  strengths  and  weaknesses: 

Company  Strength  Weakness 


1. 


2. 


3. 
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9.  Please  indicate  the  processing  mode  you  now  use  for  the  applications 
you  support;  insert  a P where  the  application/mode  is  planned: 


APPLICATION 

BATCH 

MANUAL  PROCESSING 

ON-LINE 

INQUIRY 

ON-LINE 
FILE  UPDATE 

COMMENT 

a.  Beneficiary  eligibility 

n 

□ 

□ 

□ 

□ 

b.  Provider  enrollment 

□ 

□ 

□ 

□ 

□ 

c.  Provider  eligibility 

□ 

□ 

□ 

n 

□ 

d.  Claims  entry 

□ 

□ 

□ 

□ 

□ 

e.  Claims  processing 

□ 

□ 

□ 

□ 

□ 

f.  Management  reporting 

□ 

□ 

□ 

□ 

□ 

g.  Utilization  review 

□ 

□ 

□ 

□ 

□ 

h.  PSRO  support 

□ 

□ 

□ 

□ 

□ 

i.  Other  (describe) 

* Mark  if  direct  computer 

to  computer 

input  is 

used  (e . g. , 

tape  to  tape) 

10.  What  new  applications  are  being  developed? 

11.  Who  would  you  like  to  see  responsible  for  National  Health  Insurance  (NHI) 
data  processing,  assuming  it  becomes  a reality? 

a.  □ Federal  Government:  SSA  q SRS  Q New  Agency  Q 

b.  □ Regional:  ^regions,  controlled  by  

c.  □ States 

d.  Q Fiscal  agent /intermediary 

e.  Q Other  (explain): 
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12.  Who  do  you  think  it  will  actually  be  (see  a-e  above)? 


□ 

a. 

□ d. 

□ 

b . 

□ e- 

□ 

c . 

13.  When 

do  you 

expect 

NHI  will 

be  implemented? 

1977 

1978 

1979 

1980 

1981 

After  1981 

Not  at  all 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

Please  comment: 


14.  INPUT  would  like  to  send  you  a free  summary  of  the  results  of  this  study. 
Please  indicate  your  mailing  information  below: 


NAME: 

TITLE: 

ADDRESS: 

CITY 

STATE 

ZIP 

Phone  Number  ( ) 
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CATALOG  NO.  ['  1 i 


STUDY  TITLE:  COMPUTER  SERVICES  FOR  GOVERNMENT-FUNDED  HEALTH  INSURANCE 

TYPE  OF  INTERVIEW:  NATIONAL  HEALTH  INSURANCE  EXPERTS 

PURPOSE:  To  examine  the  impacts  of  proposed  NHI  on  data  processing  for 

Medicaid,  Medicare  and  CHAMPUS  programs. 

Computer  Services  Use 

1.  When  do  you  expect  National  Health  Insurance  (NHI)  will  be  implemented? 

1977  1978  1979  1980  1981  After  1981  Not  at  all 

□ □ □ □ □ □ □ 

Please  comment: 


2.  Please  rank  the  proposed  NHI  legislation  in  order  of:  a)  probability  of 


implementation  b)  your  personal 

PROBABILITY  OF  IMPLEMENTATION 

1.  

2.  

3.  

Other . 


preference. 

PERSONAL  PREFERENCE 

1.  

2.  

3.  

Other . 


3.  Who  do  you  think  will  be  responsible  for  doing  the  NHI  related  data 
processing: 


a. 

□ 

Federal  Government 

b. 

□ 

Regional,  controlled  by 

c . 

□ 

States 

d. 

□ 

Fiscal  Intermediaries 

e. 

□ 

Private  EDP  Companies 

f . 

□ 

Other  (describe) 
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4.  Do  you  believe  that  the  data  processing  activity  related  to  NHI  will 

augment  or  replace  present  EDP  activities  related  to  Medicare,  Medicaid 


and  CHAMPUS? 

Augment 

Replace 

f 

Replace  part 

a. 

Medicare 

□ 

□ 

□ 

b. 

Medicaid 

□ 

□ 

□ 

c . 

CHAMPUS 

□ 

□ 

□ 

5.  Please  estimate  the  potential  expenditure  for  data  processing  as  a 

percentage  of  the  total  cost  of  NHI  administration?  7o 

6.  With  which  proposals,  plans,  or  reports  related  to  data  processing 
as  a part  of  National  Health  Insurance  are  you  familiar? 


7.  Do  you  know  of  any  other  knowledgeable  person  we  could  interview  on 
this  subject? 

NAME: 

ORGANIZATION:  

PHONE  NUMBER: 


8.  INPUT  would  like  to  send  you  a free  summary  of  the  results  of  this  study. 
Please  indicate  your  mailing  information  below: 


NAME: 

TITLE: 

ADDRESS: 

CITY 

STATE 

ZIP 

Phone  Number 

( ) 

136 


INPUT 


4 


